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Editorial. 


Tue Editorial Staff wish to draw attention to certain new features, 
introduced for the first time in this number of the Journat, which 
they feel sure will prove of interest and value to its readers. 

(1) A portion of the JournaL under the heading, “ Technical 
Memoranda, Operative and Otherwise,” will be devoted to short 
notices of practical measures relating to the treatment and manage- 
ment of obstetrical and gynecological patients. It is not intended 
that these memoranda will mean merely the collection into a special 
section of the Journat of material which otherwise would have 
appeared among the original articles. The section is instituted rather 
in the hope that workers, who may not at the moment be prepared 
to write a paper giving all the indications for and results of their 
methods, may be willing to send reports of operative procedures, of 
the preparation of materials, of arrangements in the operating 
theatre, labour ward and private home, and of the treatment and 
management of patients in general. In fact it will stand in the same 
relation to the articles published in the first part of the JouRNAL as 
do the individual cases or groups of cases in the Select Clinical 
Reports, and it is founded with a similar object. 

By acting as a distributing centre for a knowledge of individual 
modes of practice, it may serve in some degree as a substitute for that 
practical acquaintance with working details which can only be fully 
obtained by visiting and studying the work of others. The Editorial 
Staff hope such highly practical communications will appeal specially 
to those whose lot is cast in the more remote parts of our over-sea 
dominions and to whom the opportunity of visiting British and 
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Continental Hospitals comes at but rare and infrequent intervals, 
Contributions to the new section, however brief, will be welcomed 
from anyone who feels that there is something in his methods which 
might be of service or interest to his fellow-workers in this branch 
of Medicine. The Editorial staff consider themselves fortunate 
in being able to inaugurate this fresh departure by publishing 
the very valuable account of recent gynecological methods contained 
in Dr. Hastings Tweedy’s Presidential address before the Obstetrical 
Section of the Royal Academy of Medicine of Ireland. 

(2) Hitherto the Journat has confined itself solely to the publica- 
tion of scientific matter, but it has been felt that a few notes on the 
changes in foreign universities and teaching schools, such as used to 
appear in the British Gynecological Journal, might now, with ad- 
vantage, find a place in this JournatL, and Dr. J. J. Macan, who had 
charge of the department in the Journal of which he was formerly 
editor, has kindly consented to undertake a similar responsibility in 
these pages. 

The attention of our readers is once more drawn to the General 
Index to the first ten volumes of the JouRNAL, which was mentioned 
in the Editorial in the number for July, 1907, and which, it is 
expected, will be published early this year. It is hoped that every 
subscriber to the JouRNAL, when he forwards his annual subscription 
for 1908, will fill up the accompanying form and enclose an addi- 
tional 5s. for a copy of the Index. 
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The Pathological Changes affecting the Endometrium: 
A Contribution towards their Classification.* 


By Exizasetuo H. B. Macponatp, M.A., M.D., Ch.B., 
Carnegie Research Scholar (1905—7), 


Assistant to the Professor of Midwifery and Gynecology, University 
College, Dundee. 


Curertine of the uterine cavity is carried out for such a variety of 
causes that the examination of any large number of scrapings, taken 
miscellaneously, throws much interesting light on the manifold 
changes, physiological and pathological, to which the endometrium 
is subject. A mere description of these changes is not an easy task; 
their interpretation from a clinical standpoint is still more difficult. 
Much careful and fundamental work has been done in this direction, 
but it seems that there is still need for a simple and yet scientific 
classification of the various forms of change, that will serve equally 
for the clinician and the histologist. With the hope of helping in 
this direction, I have examined the material obtained by curettage of 
the uterine cavity in over 200 cases, in most of which I have in- 
vestigated also the clinical histories, and as far as possible the 
results of the treatment received. In addition to this, I have 
examined the endometrium in 25 uteri removed for such conditions 
as cancer of the cervix, fibromyoma, prolapse, “chronic metritis,” 
etc., and, for purposes of comparison, in the uterus of the newly born, 
and in several presumably normal adult uteri. The inclusion also 
of one case of chorionepithelioma, one of tuberculous disease of the 
endometrium, one of sarcoma, and five of cancer of the body of the 
uterus, has given me a very complete representation of the recognized 
pathological affections of the endometrium. 

The question of malignancy must always be of primary import- 
ance in the diagnosis of uterine curettings. There is something 
simple, and to a certain extent satisfactory, in the classification of 
all scrapings into the two great groups, “ malignant” and “ non- 
malignant,” with a third group of borderland cases conveniently 
labelled “suspicious.” But there is something decidedly unsatis- 
factory and unscientific in the arbitrary designation of all the “ non- 
malignant ” cases as “ endometritis,” even when the term is qualified 
by the prefixing of such adjectives as “glandular,” “ interstitial,” 
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“fungoid,” “polypoid,” etc. Not that the varieties so designated 
do not exist, but that the names convey little meaning from a histo- 
logical point of view, while from a clinical standpoint they are worse 
than meaningless. It is no explanation of a severe uterine hemor- 
rhage to say that the patient is suffering from a “polypoid endo- 
metritis,” while to describe a “ hemorrhagic endometritis” is mani- 
festly absurd and misleading. In the great majority of these cases 
there is no endometritis. With the same disregard for accuracy, 
cases that are not cured by a single curetting, and that show no 
striking characteristics on microscopic examination, are labelled 
“chronic endometritis.” Great confusion has arisen from the abuse 
of this term, and more recently, with the tendency to look on the 
endometrial changes as secondary and subsidiary to changes in the 
deeper tissues of the uterus, an equal confusion has arisen from the 
indiscriminate use of the term “ chronic metritis ” to designate these 
deeper changes. This latter term, so far as can be gathered from the 
literature on the subject, has been applied equally to chronic in- 
flammatory conditions resulting definitely from infection, and to 
conditions arising where there was no evidence, or even possibility, of 
an infective origin. The relation of endometrial changes to changes 
in the deeper tissues clearly requires investigation. When is the 
endometrium primarily at fault? When does it play merely a 
passive part? Can the active changes be distinguished microscopic- 
ally from the merely passive? These are questions that still remain 
unanswered. 

To the general descriptions of the pathological changes in the 
endometrium I have nothing new to add. But one or two points I 
should like to emphasize. 

In the first place, it is quite clear that there are marked 
individual variations in the uterine mucosa; that in some cases, 
for instance, an exceedingly scanty stroma is physiological, 
in others a densely cellular stroma. Therefore, to regard all 
departures from a single normal type as pathological is to fall into 
serious error. In this connexion it is interesting to note, too, that in 
some cases a curetting alters the general appearance of the mucosa 
in such a way that the material obtained at a second curetting bears 
no particular resemblance to that previously obtained; and again, a 
second scraping may be so characteristic in its merely physiological 
aspects as to immediately recall the first. 

In the second place, it must never be forgotten that a con- 
sideration of the period of the menstrual cycle at which the curetting 
was made will explain many otherwise puzzling variations. The 
failure to recognize physiological premenstrual swelling and conges- 
tion has been the cause of much ambiguity and error. These normal 
premenstrual changes have been very generally described as “ hyper- 
trophic ” and “ hyperplastic glandular endometritis,” while further 





Macdonald : Pathology of Endometrium 5 


ingenious subdivisions have been devised to explain other trifling 
physiological variations. 

In the third place, no perfectly sharp distinction can be drawn 
between simple and malignant growth in the endometrium, or indeed, 
in any other tissue. There is an essential similarity between the two. 
Any tissue that gives rise to simple adenoma may give rise to malignant 
adenoma, and it may be impossible to say where the one merges into 
the other. So a scraping from the uterus of a patient at the cancer 
age may show characters suspicious, but not conclusive, of malig- 
nancy, and the subsequent history be perfectly satisfactory; in such 
a case, in spite of the most painstaking histological examination, it 
may remain impossible to say whether a very early malignant con- 
dition has been cured by the curetting, or whether the condition is 
really simple. It may well be that a malignant condition far enough 
advanced to be diagnosed with certainty is already too far advanced 
for successful treatment save by the most radical means. 

Putting aside definitely malignant as well as merely physiological 
changes, and disregarding also obviously septic cases in which the 
clinical history alone was sufficient for diagnosis, I have endeavoured 
to classify the large and confusing mass of “ non-malignant” cases 
in a simple and natural way. 


I. There is a very well-defined group in which the changes arise 
from the retention of fatal or decidual remnants. Some of these 
cases are obvious. Hemorrhage dating from an abortion and cured 
by curetting is sufficiently diagnostic even in the absence of definite 
remnants in the tissue examined. Others are less easily recognized. 
The history is not clear, and the diagnosis depends on the microscopic 
examination. The recognition of chorionic villi or patches of 
decidual cells is of course conclusive. But in cases in which the 
hemorrhage has gone on for some weeks, or perhaps recurred at 
intervals, the retained tissue may be greatly altered and require a 
rather careful search. Even where no definite remnants are found, 
it is possible, in many cases, to say with a fair degree of certainty 
how the condition has arisen. It is noticeable that in many cases 
where curetting is done for hemorrhage continuing after abortion, 
some muscular tissue appears in the sections. Obviously the softened 
muscular tissue is brought away by the curette more readily than in 
ordinary circumstances. The vessels in this muscular tissue, and to 
a less extent in the mucosa itself, show interesting physiological 
changes worthy of further study. The presence of such muscular 
tissue and vessels, along with the signs of active regeneration 
in some parts of the mucosa and the suggestion in the deeper parts 
of a mechanical force drawing the glands and blood spaces into 
curious, irregular outlines, make up a fairly characteristic appear- 
ance. Often with such an appearance in the greater part of a 
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section, a small patch of altered decidua will be found in the stroma, 
with reactionary inflammation in the surrounding tissue. Naturally 
the removal by the curette of the remnants causing the irritation in 
these cases is the simple and certain cure of the condition. Along- 
side of this well-defined group, into which 20 per cent. of the cases 
examined by me fall, it is interesting to place as the malignant 
counterpart the condition known as chorionepithelioma. 


II. The second group which I shall attempt to define is one 
designed to include all those cases of endometrial change which have 
an infective origin. 

No difficulty arises in cases of recent infection, whether puerperal 
or gonorrheeal (the two by far most common varieties) where there 
is evidence from the history of recent infection, and microscopic 
evidence of an active inflammatory condition. The process here is 
exactly similar to acute inflammation occurring in any tissue, and 
microscopic diagnosis is rarely called for. 

It is when we come to the remote effects of infection on the endo- 
metrium that the difficulty and confusion arise. 

It is surprising, considering the chances of infection, how rarely 
evidence of active inflammation is found in uterine scrapings. At 
the same time, the number of patients who date their troubles from 
a confinement or miscarriage, is striking. In the specimens at my 
disposal it was found that, from the microscopic examination alone, 
without regard to, or indeed knowledge of, the clinical histories, it 
was possible to group together a certain number as having undergone 
essentially similar pathological changes in spite of wide variations in 
non-essential respects. In every case in the histological group so 
formed, a more or less definite history of infection was elicited on 
inquiry. The repeated and invariable occurrence of these patho- 
logical features in cases giving a history of infection justifies in my 
opinion the conclusion that the pathological condition is a result of 
the infection. By placing the pathological picture alongside of the 
clinical history, a definite group is formed, to which the title 
“chronic infective endometritis” may be correctly applied. This 
title is clearer and more definite, and conveys more meaning than the 
much abused term “ chronic endometritis,” which would be a quite 
correct and sufficient title were it not for the confusion that has 
arisen from its application to conditions which are not, and never 
have been, truly inflammatory in their nature. It has become neces- 
sary to emphasize the truly inflammatory nature of these cases by 
the introduction of the term “infective.” The question as to whether 
there may not be an inflammatory process independent of infection 
need not be discussed; at least the ground is cleared of many 
ambiguities by assuming that all inflammatory processes in the 
endometrium, apart from the reactionary inflammation due to the 
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presence of a foreign body, have an infective origin; and such 
processes so arising are correctly described as “chronic infective 
endometritis.” Further, if confusion is to be avoided, the term 
“chronic endometritis” as applied to non-infective and non- 
inflammatory chronic pathological conditions in the endometrium 
must be discarded. 

This group of chronic infective cases is not a large one. Not 
more than 15 per cent. of my specimens could be diagnosed as belong- 
ing to it. The essential features to be taken into account in the 
diagnosis are:—(1) The origin. (2) The symptoms. (3) The histo- 
logical picture. (4) The effect of curetting. With each of these I 
shall deal shortly. 

1. The symptoms often date from a confinement or miscarriage, 
and careful investigation will usually elicit the fact that convalescence 
from the confinement in question did not run a perfectly straight- 
forward course, even although there were no alarming indications 
of septic infection. It is probable that a mild degree of infection 
occurs in many cases, and is responsible for a long list of uterine 
troubles with symptoms extending over a long period of years. In 
patients who are sterile, and date their symptoms from marriage, 
the possibility of gonorrheal infection must never be overlooked. 

2. Usually the three cardinal symptoms of uterine trouble are 
complained of, viz.: pain, leucorrhea or purulent discharge, and 
hemorrhage in the form of menorrhagia. The menorrhagia is the 
least constant of the three, and menstrual pain perhaps the most 
invariable and troublesome. There may be no excessive hemorrhage 
in cases where the menstrual pain is such as completely to incapaci- 
tate the patient. It appears as if the more chronic, and less virulent, 
cases, where thickening of the mucosa is more marked, are char- 
acterized more by pain than by menorrhagia. Leucorrhea or puru- 
lent discharge is almost invariably present to some extent and may 
be very profuse. 

3. The histological features show great variation according to the 
degree, nature, and remoteness of the infection. 

In more recent cases, particularly if they have been somewhat 
acute at the onset, there are unmistakable evidences of an inflamma- 
tory process in the stroma. The glands are not necessarily increased 
in number, but may be remarkable from their irregularity of outline, 
the result of pressure in the surrounding stroma. The stroma may 
show numerous inflammatory foci. A collection of leucocytes in the 
stroma is not necessarily a sign of inflammatory mischief; often a 
definitely circumscribed collection appears in the midst of an ap- 
parently normal stroma, and must be regarded as physiological. The 
inflammatory collections are more diffuse, and characterized by the 
evident destruction of tissue which they cause. Later on the in- 
flammation subsides, leaving the stroma with the evidence of old 
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inflammation in the form of strands and whorls of long spindle- 
shaped cells pressing and pulling on the glands. 

But the cases that give rise to difficulty are those that have been 
mild from the start, and have run a very slow and chronic course. 
It is these cases which furnish the characteristic histological picture 
already referred to, of which the following are the main features : — 

The mucous membrane is greatly thickened, measuring from 3 to 
as much as 10 mm. in depth, whereas the average normal depth prob- 
ably does not exceed 2 mm. 

The glands naturally in such a thick mucosa are greatly 
increased in number, but the proportion of gland to stroma tissue 
is not perceptibly altered. The glands are of a more or less 
corkscrew outline, but do not as a rule contain any involved 
or complicated invaginations. The epithelium is nearly always 
affected by what has been termed “ mucoid degeneration”; in some 
cases this is extreme, the epithelial cells being converted into clear, 
colourless cells of a hazy globular outline, with very pale, round, 
vesicular nuclei, lying near the centres of the cells, the gland spaces 
at the same time containing some mucoid material. ‘“ Mucoid 
degeneration ” is not peculiar to infective cases, but I have found 
it in no others to the same marked degree. A peculiar feature in 
connexion with it, in some cases very striking, is the varying stain- 
ing power of the epithelium. Side by side with a gland lined by 
epithelium in an advanced stage of degeneration, with almost colour- 
less nuclei and indistinct cell outlines, may be seen a gland whose 
epithelium is regular and well-marked, with dark nuclei regularly 
disposed at the bases of the cells. The only possible explanation of 
the appearance is that in the latter gland the degenerated epithelium 
has been shed (probably during a menstrual period) and its place 
taken by young, healthy epithelium. 

The stroma shows characteristic changes. It is of very 
irregular density. For the most part the cells appear isolated 
from each other, irregularly enlarged, approaching the decidual 
type of cell, and there are dense patches surrounding the 
thick-walled capillaries. In some cases it is only where the 
stroma is condensed around the groups of small capillaries 
and “arterioles” that its component cells appear to have any con- 
tinuity with each other. Often a similarly dense formation may be 
observed in the stroma surrounding a gland, appearing to compress 
it, and giving it an irregular, somewhat crenulated outline distinct 
from the easy wavy outline of the mass of glands. Similarly under 
the surface epithelium the stroma may show an unusual continuity. 
The dense patches suggest new formation of stroma. A good many 
leucocytes of the small, round, darkly-staining and polymorpho- 
nuclear varieties, are to be seen throughout the stroma or within the 
gland cavities, and not unfrequently circumscribed collections of 
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leucocytes may be observed in the deeper parts of the mucosa. In 
very many cases, areas of hemorrhage of more or less recent date, 
causing destruction of both gland and stroma tissue, are seen. 

The capillaries often show a curious degeneration in their walls, 
the exact nature of which it is difficult to determine. They have a 
distinct lining which looks degenerated, and stains red with eosine, 
and this may be noted both in the large thin-walled and the small 
thick-walled capillaries. Whether the change is of the same nature 
as the well-marked “hyaline” or “colloid” degeneration seen in 
the thickened arterioles and thick capillaries in association with a 
similar condition of the deeper arteries, I am unable to say. Gardner 
and Goodall have described two forms of vascular change in the 
uterus, one of the nature of a deposit occurring in infective cases, 
and the other a true arterio-sclerosis. The change noted here may 
belong to the former class. 

These are the general characteristics of the mucosa in a number 
of cases. The whole picture suggests a chronic irritation of the 
stroma. I was fortunate enough to secure a uterus showing this con- 
dition in a case where the organ was removed on the suspicion of a 
small interstitial fibromyoma being the cause of the severe menstrual 
pain complained of. The mucous membrane was 7—9 mm. thick, 
showed these characteristic changes, and showed in addition an 
unusual penetration of the glands into the underlying muscular 
tissue, and of embryonic cells between the muscular bundles. The 
uterus was generally enlarged. This at once raises the question of 
the relation of “chronic endometritis” to “chronic metritis.” In 
this case at least there was little doubt that the primary trouble was 
a chronic infective endometritis, and that the process was extending 
to the deeper tissues of the uterine wall. 

4. The effect of curetting on these cases of chronic infective endo- 
metritis varies according to the extent and nature of the infection. 
Rarely are they cured by curetting, although in most cases ameliora- 
tion of the symptoms for a varying length of time results. The mild 
cases of puerperal infection, where the most marked degree of 
thickening of the mucosa occurs, may be cured by a single curetting. 
The symptoms disappear, the uterine cavity shrinks to a normal 
size, and a permanent cure results. More usually the symptoms 
recur after a few months’ interval, leaving one to infer, in the 
absence of adnexal involvement, that the infective process has been 
restarted from the remaining ‘deep gland ends, or that it has already 
penetrated into the muscular tissue. In a good many cases, more 
especially those of gonorrheal origin, thickening of one or both tubes 
may be already palpable at the time of observation, and nothing is 
more certain than that a re-infection of the uterine cavity will take 
place after curetting. It is not unusual to find thickening in the 
tubes or broad ligaments on a patient’s return perhaps a year or two 
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after curetting, in cases where no involvement was palpable when 
the curetting was performed. 

It would be easy to subdivide this group of chronic infective cases 
according to the probable infective origin, but such subdivision has 
been purposely avoided. The main point is that they should all be 
recognized as infective cases, and that the recognition should extend 
beyond cases where the microscopic evidence of inflammation is un- 
mistakable to those where the pathological appearances must be 
placed alongside of the clinical history before the diagnosis is com- 
plete. Not in all cases where the symptoms date definitely from a 
confinement is the appearance which has been described found. The 
trouble in many cases may be a muscular insufficiency, or sub- 
involution quite independent of infection. 

In this class of chronic infective endometritis must be placed also 
the one case of tuberculous disease of the endometrium, which was 
among my specimens. The endometrium in this case was second- 
arily infected from the tubes, and the disease was not far advanced, 
the greater portion of the endometrium removed by curette showing 
merely a thickening of the tissue, with signs of chronic irritation in 
the stroma. The surface epithelium was as yet intact. In one por- 
tion, typical tubercles appeared in the stroma, with large central 
giant cells, and the usual epithelioid and small round cells forming 
circumscribed areas of destructive change. 

III. The third group is designed to include all those cases in 
which the pathological changes in the endometrium must be regarded 
as secondary to some deeper uterine, adnexal, or general condition. 

These cases form rather more than 50 per cent. of the whole, and 
represent an extraordinary variety of pathological changes. It must 
be at once frankly recognized that any and every variety of change, 
in glands, epithelium, or stroma, may occur as a secondary mani- 
festation. Any chronic irritation may stimulate the endometrium, a 
proverbially unstable tissue, subject to unique physiological varia- 
tions, to a simple glandular or stroma proliferation. Great glandular 
increase has been noted as occurring in chronic infective cases; it is 
commonly observed in association with fibromyomatous growth, with 
cancer of the cervix, or with any other condition that might act as a 
source of chronic irritation. Similarly, the cells of the stroma re- 
spond to the stimulation by becoming enlarged and altering their 
shape until they approach the decidual cell in type. Léfquist, in his 
exhaustive work on the subject, comes to the conclusion that all the 
commonly observed changes in the endometrium may be regarded as 
the response of the tissue to stimulation, and he describes the changes 
as varying degrees of “ decidual reaction.” The conclusions of Van 
Meerdervoort are somewhat similar. He suggests “ chronic edema” 
as a general term to include practically all varieties of change in 
glands or stroma, suggesting at the same time by this title that all 
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the changes are due to one general simple cause, and that the marked 
variations which have been laboriously described are mainly physio- 
logical changes superimposed on a mucosa already the seat of 
“chronic edema.” One important result of their work has been to 
direct attention away from the merely accidental variations in the 
mucosa to the fundamental principles underlying all the forms of 
change. 

Amongst the confusing variety of secondary changes, three more 
or less definite classes can, I think, be recognized. 

1. In one class there are appearances of a fairly constant character, 
which may be designated as “ chronic wdema” of the mucosa. There 
is a general hyperplasia of the tissue. The glands are not notably 
increased in number relatively to the amount of stroma, but they 
appear larger than normal, the epithelium being deep and the in- 
dividual cellsswollen. A similar change affects the cells of the stroma, 
which are large, edematous and often closely packed, and which stain 
rather lightly. This condition is found typically in those frequent 
cases where curetting is performed for hemorrhage in women near 
the menopause. Usually then the capillaries, especially those just 
under the surface epithelium, are large and more or less dilated; the 
“arterioles” may be thickened, but frequently are unaffected. Often 
there is polypoid formation. This is the condition often named 
“polypoid endometritis.” Similar changes may occur at any age. 
One of the cases observed was that of an unmarried anemic girl of 
21, with menorrhagia and metrorrhagia since the onset of menstrua- 
tion at 14. Repeated curetting, with rest in bed and all the usual 
remedies for anemia, has so far failed to lessen the menorrhagia. 
The uterine wall is thin and soft, does not respond to the stimulation 
of the curette, and the mucosa removed on the occasion of the last 
curetting was thick and succulent, and showed the condition 
described. The cause of the trouble is obviously lack of tone in the © 
musculature, including the muscular coat of the vessels, and it is 
easy to see how this will lead to increased menstrual loss, and 
secondarily to general hyperplasia of the endometrium. In the cases 
of hemorrhage at the menopause, the cause is very probably similar, 
viz., muscular failure from climacteric changes. 

An essentially similar condition is found in the mucosa of the 
uterine body in many cases of cancer of the cervix. The mucosa in 
two of such cases measured 3—5 mm., and showed this general hyper- 
plasia, with some degree of mucoid change in the glands, and a very 
densely cellular stroma. It has been noted also in the endometrium 
of uteri removed for prolapse, and in a uterus removed for hyper- 
trophy of the cervix, though in this case the glands were also uni- 
formly cystic. Almost invariably where this condition has been 
found in scrapings, the symptom calling for treatment has been 
hemorrhage, associated with a feeling of weakness. Probably we 
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are justified in considering these changes as specially associated 
with muscular insufficiency. 

2. A second class shows changes which appear to result from a 
condition of chronic venous congestion. The mucosa is thickened, 
often to a marked extent, and there are evidences of continued pres- 
sure in the stroma. The glands may appear small, in a loose stroma 
the meshes of which are filled by exudation, serous or hemorrhagic, 
which presses the stroma cells far apart. The thin-walled capillaries 
may be enormously distended, and in one well-marked case the pres- 
sure appeared to have extended back from the thin-walled to the 
thick-walled capillaries, which were distended and globular in out- 
line. This is quite unusual. The whole appearance suggests a 
mucosa kept throughout a long period in the state of congestion 
which is physiological before the onset of menstruation. In long- 
standing cases the stroma becomes altered, and presents the appear- 
ance of a fibrinous network over which are dotted small, dark, round 
cells, and the capillaries appear to have definite fibrinous walls. The 
condition may arise from over-stimulation of the sexual organs where 
the muscular tone is good. It has been found in cases of marked 
retroflexion in virgins, and in young married nullipare complaining 
of painful menstruation or menorrhagia with pain since marriage. 

3. In a third class the vascular changes predominate. There is 
an increased vascular supply. A certain number of specimens have 
a striking sponge-like texture which is found to be due to the enor- 
mously increased number of arterioles and capillaries, all in a more 
or less irregularly distended condition. The blood spaces appear as 
numerous and as striking as the glands. Usually in these cases the 
arterioles are found to be thickened, but not invariably so. The 
condition has been noted, along with general cystic dilatation of the 
glands, in several cases of fibromyoma of the uterus, as well as in 
a considerable number of scrapings where the change could only be 
vaguely attributed to some deeper circulatory disturbance. Theo- 
retically, any cause leading to an increased vascular supply to the 
uterus might be responsible for this condition in the mucosa. 

I have been unable to fit the specimens showing typical vascular 
thickening and degeneration into any definite group. Sometimes 
the changes appear well-marked in a scraping from a senile case, and 
the temptation is strong to regard them as true arterio-sclerosis; 
again, an almost precisely similar condition is found in the mucosa 
from a young primipara. In some of these cases the appearances are 
undoubtedly physiological, the result of recent pregnancy, but there 
seems to be a very wide variation in the physiological changes in 
different individuals. 

“Hyaline” or “colloid” degeneration of the endometrial 
capillaries was noted in a considerable number of cases. 

There are other more obvious forms of secondary change in the 
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endometrium. Thus the thinning of the mucosa and its invasion by 
fibrous tissue formation, in senile cases; or the mechanical thinning 


from pressure in the case of large tumours, scarcely require mention 
here. 


The effect of curetting in cases where the mucosal changes are 
secondary is very variable and very interesting. Temporary benefit 
at least usually ensues, since the substitution of a new healthy mucosa 
for the thickened and congested tissue removed gives relief for a 
time even in cases where the unhealthy conditions are gradually 
reproduced, Cure may follow a single curetting. In a certain 
number of cases, particularly in young married women curetted for 
painful menorrhagia, pregnancy follows the curetting, and naturally 
a complete cure. Apart from this contingency, it must be remem- 
bered that scraping the uterus is a powerful stimulus to the uterine 
muscle, and in cases where the trouble has arisen presumably from 
an atonic muscular insufficiency, this stimulation with its resulting 
hyperemia, along with rest and the general tonic treatment usually 
adopted in these cases, may very probably effect a cure. And it 
must not be supposed that such cure will follow the adoption of 
general and local tonic treatment without the removal of the thick- 
ened mucosa. The endometrium has become unhealthy, with leaky 
capillaries and a congested stroma, and its removal is a necessary 
part of the treatment even where its changes are admittedly passive. 

Some patients experience no relief whatever from curetting, and 
a small number, generally among the subjects of climacteric hemor- 
rhage, are made worse. Hemorrhage, even demanding hysterectomy, 
may be induced by curetting a uterus where imperfect contraction of 
the hard sclerosed walls cannot close the inelastic gaping arteries, 
and where the endometrium was really acting as a check on the 
hemorrhage. 


IV. The fourth and last group is designed to include all cases of 
new growth in the endometrium. Apart from malignant growths 
and actual simple tumour formation, I include under this heading 
all those cases of marked glandular hypertrophy and of overgrowth 
in the stroma, which it is mere assumption to ascribe to some source 
of chronic stimulation. We can no more explain the glandular over- 
growth in these cases than we can explain the occurrence of malig- 
nant new growth. Perhaps with fuller knowledge of the secondary 
or passive changes in the endometrium many cases now necessarily 
regarded as primary will be found to belong properly to the group 
of secondary changes. The reasons for putting them at present into 
this fourth group are largely theoretical, and rest chiefly on the lack 
of evidence of any primary muscular, circulatory, or adnexal dis- 
turbance, and on the relation of the changes noted to the common 
forms of malignant change in the mucosa. Certainly, so far as I 
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know, no adequate explanation has yet been offered for such glandular 
overgrowth of the uterine mucosa as that to which the term “ simple 
adenoma ” has been applied. 

1. This name of “ simple adenoma,” though not free from objec- 
tion, is sufficiently accurate and unambiguous to be acceptable. The 
condition so designated is a simple multiplication of the glands, 
whose epithelium retains its very distinct one-layered appearance, 
with perfectly regular, very darkly-staining nuclei disposed at the 
bases of the cells, the “ basement membrane” layer of fusiform cells 
remaining very distinctly marked, and the glands lying often in such 
close proximity as to appear to be merely held together by the scanty 
stroma. The invaginations of the gland epithelium may be very 
greatly involved. The process may be localized, and a definite tumour 
formed which projects into the uterine cavity. This gives the 
“papilloma,” which is rare, but has been described in old people. 
From the simple adenoma it seems but a step to the malignant 
adenoma. The branching of the glands becomes atypical and 
irregular, and this proliferation may be malignant in character 
before any unmistakably malignant changes can be detected in the 
epithelium, and while the limiting layer of fusiform cells is yet 
intact. Malignant growth of the endometrium of this type retains 
its glandular arrangement in a surprising way for a long time—as 
long as three years in a case under observation, where hysterectomy 
was performed three years after the condition of malignant adenoma 
had been diagnosed from a curetting. 

2. There is another form of glandular overgrowth which must 
be noted. In this the number of glands is greatly increased, and 
the epithelium tends to grow out into tufts and papille. There 
may be polypoid formation. MacGregor has described this as the 
“papillary” type of glandular hyperplasia. Van Meerdervoort 
would place these cases in the group of secondary changes: 
he attributes the papillary invaginations and tuft formation 
to a shrinking of the stroma in the post-menstrual period —a 
merely mechanical effect becoming more marked in cases of chronic 
congestion where there is more than the usual destruction of stroma 
tissue at the menstrual period, and consequently more than the usual 
shrinking. But the chief point of interest here again is the relation 
of this condition to the malignant epithelial proliferation into whch 
it almost imperceptibly merges. If we imagine the little outgrowths 
becoming solid, the epithelial cells assuming an active character, 
becoming many-layered, and invading the stroma, we have the second 
and common type of adenocarcinoma of the endometrium. Advanced 
mucoid degeneration in an overgrown mucosa may closely simulate 
a malignant condition, since the epithelium often appears many- 
layered, the cells are more rounded than they are normally, and the 
nuclei lose their staining power. The varying staining power of 
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neighbouring glands, already remarked on, heightens the suspicious 
appearance. 

3. Mention must be made also of those cases where the stroma 
appears to be the seat of an active growth. Without any signs of an 
inflammatory process, the stroma appears in some cases densely 
cellular, with strands of long spindle-shaped cells running in various 
directions throughout it, the glands meanwhile becoming compressed 
and assuming a stellate outline, or appearing to be actually reduced 
in number and size from the overgrowth of the stroma. Again the 
malignant counterpart is found when the new growth in the stroma 
actually invades and destroys the glands, becomes very vascular, and 
assumes the ordinary characteristics of a sarcoma. 


The general conclusions arising from the present investigation, 
therefore, are that the endometrium is to be regarded as an unstable 
tissue, subject to great physiological variation, readily affected by 
disorders of neighbouring tissues, readily responsive to stimulation, 
but only rarely the seat of primary disease. Malignant disease of 
the body of the uterus is comparatively rare; simple tumour forma- 
tion is uncommon; chronic infective endometritis is commoner than 
these, but still not common by comparison with the number of other 
conditions for which curetting is practised. In the great majority 
of the cases in which the uterus is scraped, the endometrium has 
played a merely passive part in the pathological changes, although 
its removal may be a justifiable and even necessary part of the 
treatment. 


In the classification here adopted I have tried to avoid merely 
symptomatic or merely histological subdivisions, to disregard histo- 
logical changes to which, so far as our present knowledge goes, no 
clinical significance attaches, and to indicate merely certain broad 
groups of endometrial change. 


The classification indicated may be tabulated and amplified 
thus : — 


I. Conditions arising from decidual and fcetal retention. 


Simple. Malignant. 
Simple inflammatory reaction. | Chorionepithelioma. 


II. Endometritis of infective origin. 


Acute 
Chronic ( 1. Puerperal. 
2. Gonorrheal (Syphilitic). 
3. Tuberculous. 
4. Septic (from operative procedures, etc. 
etc. 
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III. Secondary changes. 


1. Chronic edema fb saoee olypus. 


; General hyperplasia. 
2. Chronic venous congestion. 


3. Increased vascularity. 


IV. New growth. 





Simple. Malignant. 
1, ;Simple adenoma. 1. Malignant adenoma. 
{Papiticans. Glandular 
2. Papillary glandular | overgrowth. | 2. Adenocarcinoma. 
hyperplasia. | 


3. Stroma overgrowth. | 3. Sarcoma. 

For the pathological material generously placed at my disposal, 
I am greatly indebted to Professors Sutherland and Kynoch, and to 
Dr. R. C. Buist, all of University College, Dundee. 
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The Supports of the Pelvic Viscera: A Review of 
some recent Contributions to Pelvic Anatomy, 
with a Clinical Introduction.* 


By W. E. Foruerermt, M.A., B.Sc., M.D., Manchester. 


I. Cuxrnrcat. 


Ir asked to say how the pelvic viscera are supported in their usual 
position, a modern student of medicine describes all the structures 
which form the pelvic floor. Beginning, perhaps, with the external 
surface, he mentions skin, fat, and fascia; the perineal body and the 
muscles that surround the anal and vaginal openings. Next he 
describes the pelvic diaphragm or its component parts such as the 
levator ani and the pelvic parietal fascia. Passing on, he mentions 
the vagina itself, the pelvic visceral fascia, the ligaments of the 
uterus—broad, round, utero-sacral and utero-vesical,—and ends with 
the peritoneum which covers them all. He concludes that the pelvic 
organs are partly propped up from below and partly suspended from 
above. 

But extended experience in gynecological work cannot fail to 
show the observer that this teaching is not satisfactory. While true 
enough in a general sense, it lacks that accuracy which is essential 
if the clinician is to have a real grip of his work. 

We learn, for instance, in the out-patients’ room, that extreme 
laxity of the perineal muscles can exist without descent of the pelvic 
viscera. We constantly see cases in which the perineum has been 
badly torn without any consequent alteration in the position of the 
uterus. Indeed, in cases of complete rupture extending into the 
rectum, it is quite exceptional to find uterine prolapse. 

The narrow lower opening of the funnel-shaped pelvic diaphragm 
is not to be felt so often as descriptions would suggest; and in parous 
women it is often difficult or impossible to recognize the margin of 
the levator ani. Even in virgins careful examination shows that the 
cervix uteri does not rest on the pelvic diaphragm any more than the 
bottom of a hansom cab rests on the ground. 

Again, the vagina itself may descend without seriously affecting 
the position of the other pelvic viscera; for cystocele alone, rectocele 
alone, or the two combined may be observed with a normally situated 
uterus. Thus we are gradually driven to the conviction that support 
from below is by no means necessary to the pelvic organs. 


*Read at a meeting of the Obstetrical and Gynecological section of the Royal 
Society of Medicine of London, December 12th, 1907. 
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Similar observations point to the conclusion that suspension by 
the ligaments of the uterus is even less important. Thus Winter 
says (Lehrbuch der gyn. Diag., 1897): “The uterus can be drawn 
against the symphysis, pushed into the hollow of the sacrum, shoved 
against the side walls of the pelvis; the fundus can be raised almost 
to the navel, and the cervix can be pulled down to the vaginal orifice 
without causing any pain. It is therefore obvious that the peri- 
toneum and the so-called ligaments cannot have any real influence 
on the fastening of the uterus.” 

The utero-sacral ligaments, we may note, are scarcely recogniz- 
able on vaginal examination unless they are thickened by inflamma- 
tory deposits. 

We learn much more about the so-called ligaments of the uterus 
during the course of operations by the abdominal route. By direct 
inspection, when the abdomen is open, we see that the broad liga- 
ments lie loose and slack upon the subjacent structures, and have no 
supporting action whatever. 

As for the round ligaments, each takes a deep curve from its 
uterine cornu, downwards and backwards, before turning upwards 
and outwards again towards the internal abdominal ring. To afford 
support it would have to run a much straighter course. It is also 
worthy of note that the internal abdominal rings are at the sides, and 
not in front of the pelvis. In most cases the fundus is actually 
anterior to the line joining the two internal abdominal rings, so that 
tightening the round ligaments in a normal case would draw the 
fundus a little backward and not forward at all. The utero-sacral 
and utero-vesical ligaments are seen, on inspection, to be mere 
peritoneal folds. Thus the gynecological surgeon looks at and 
handles the so-called ligaments of the uterus day after day with an 
ever waning sense of their mechanical importance, and becomes con- 
vinced that the structures which are generally supposed to hold up 
the pelvic organs do not perform the functions ascribed to them 
except in a very minor degree. 

But some definite structure or structures do hold up the uterus, 
vagina and bladder, both in normal subjects and in many whose 
pelvic diaphragms have been torn or stretched open below. 

To the clinical observer, the nature of these real supports is re- 
vealed by the operation of vaginal hysterectomy. Suppose that an 
operator is about to remove a uterus whose only lesion is a small 
epithelioma of the cervix. Let him incise the vaginal wall all 
round the cervix, and, after opening the pouch of Douglas, let him 
freely divide the posterior attachments. Further, let him separate 
the bladder completely from the uterus, and make a wide opening 
into the utero-vesical pouch. The uterus cannot as yet be pulled 
down much more than before the operation was begun. The some- 
thing which supports the uterus has not as yet been divided. Next 
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let the operator deliver the fundus through the anterior portion of 
the incision. This affords another proof that the broad ligaments 
and round ligaments have no value as suspenders, for they come 
down freely and without being stretched. Let them be tied and 
divided, and the uterus still remains fixed by the tissue known as the 
parametrium, and by this alone. Until this is divided on each side 
the organ is, for practical purposes, as completely supported as before 
any incision was made. 

The inevitable conclusion is that the vessels and other structures, 
with their sheaths or fascial coverings, which lie on each side of the 
uterus, below the broad ligament and above the lateral fornices, are 
the structures which support the uterus. These may correctly be 
called the parametria, for Virchow originally defined the parametric 
tissues as the loose fatless connective tissue, with abundant blood- 
vessels and lymphatics, which surrounds the lower part of the uterus 
and the upper part of the vagina. 

If the uterus is supported by the sheaths of its blood-vessels, it 
follows that the bladder and the vagina are held in their typical 
position in the same manner, and of this operative experience gives 
ample proof. 

The peri-vascular sheaths attach the pelvic organs to the sides of 
the funnel-shaped pelvic diaphragm. Without this firm attachment, 
the plastic viscera would slip through its lower opening like sand 
through an hour-glass, like fecal masses from the rectum, and like 
the products of conception from the parturient canal. 

The loosening of this attachment must be regarded as the one 
constant and essential factor in the causation of prolapse of the pelvic 
organs. Injuries to the perineum and levator ani doubtless straighten 
and widen the road from the pelvic cavity to theexterior. Ifthe pelvic 
organs are freed from their attachments to the higher portion of the 
pelvic funnel, if they are coming down in any case, their descent 
is facilitated by injuries to the pelvic diaphragm and perineum; but 
if the organs remain firmly attached above, no mere enlargement of 
the opening below will make them come down. 

Further clinical evidence in favour of this view is afforded by 
those cases in which well marked prolapse is cured by pelvic cellulitis. 
Again, it is into the tissue below the broad ligaments that chemical 
irritants have been injected, causing an artificial cellulitis and so 
curing prolapse. An operation has been devised by Alexandroff 
(Zentralbl. fiir Gyn., 1903, Nr. 25) for the same purpose, in which, 
after an anterior colpotomy, the parametric tissues are drawn together 
in front of the cervix so as to take up the slack. The designer of this 
measure has been followed by Dr. Hastings Tweedy, who has 
described a similar one (Journ. Obstet. and Gyn. Brit. Emp., May 
1905). Lastly, many operators consider that the success of vaginal 
hysterectomy, when performed for prolapse, depends upon the taking 
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of effective measures to secure good union between the parametria 
of the right and left sides. 

It is thus clear that many gynecologists have realized the truth 
of this matter; but the text-books at present in use are not clear on 
the subject, nor is a great deal of current clinical teaching any more 
explicit. This is doubtless because writers and teachers prefer to 
have a definite basis for their anatomical statements in the writings 
of professed and competent anatomists. 

Authority of this kind is no longer wanting, for descriptive 
anatomy has recently changed in a way exactly parallel with that in 
which clinical gynecology has moved. 


II. ANATOMICAL. 


The so-called ligaments of the uterus. 

The utero-sacral and utero-vesical folds demand no reconsidera- 
tion from the anatomical part of view. The broad ligament is well 
known to be merely a mesosalpinx and mesovarium. Before passing 
on to the recent work referred to, it is perhaps worth while to dwell 
for a moment on the round ligament, and to call to mind the fact 
that this is a vestigial structure which plays its little part during 
the early months of feetal life. Just as the gubernaculum pulls down 
the testis from its place of origin on the posterior wall of the fetal 
body cavity, so the round ligament pulls down the ovary and the 
Miillerian tube. A peritoneal fold runs from the Wolffian ridge to 
the groin. From the rudiments of the transversalis and internal 
oblique muscles of the abdominal wall. muscle cells grow into this 
fold, and form a strand of tissue, the genito-inguinal ligament, which 
extends upwards towards the genital gland, and at one point crosses 
the Miillerian duct. In the female this strand of tissue forms the 
ovarian ligament and the round ligament. It is attached to the 
Miillerian duct at the point at which it crosses the latter. This par- 
ticular point is that up to which, in the human subject, the two 
Miillerian ducts fuse to form the vagina and uterus. Thus the 
ovarian ligament and the round ligament are both attached to the 
uterine cornu, and when the growth of the body outpaces the growth 
of the ligaments, the ovary and the fundus uteri are drawn down 
into the pelvis. It would thus appear that the two names “ round 
ligament ” and “ ovarian ligament” might well be given up, and 
that the term “ gubernaculum ovarii et uteri” might well be applied 
to this structure, whose function is to pull the organs down during 
embryonic life, and not by any means to hold them up throughout 
post-natal existence. A structure whose origin and antecedents are 
of this nature can hardly be expected to occur with that constancy 
and uniformity of bulk which would be required to justify its use 
as a suspender in surgical work. 
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The superficial perineal muscles. 


Professor Peter Thompson (“ Myology of the Pelvic Floor,” 1899) 
describes the pelvic floor as a compact mass in which may be recog- 
nized two distinct layers of muscles whose arrangement and functions 
are in striking contrast. “The upper layer . . . forms a more or less 
complete pelvic diaphragm ; the lower layer, designed for purposes of 
control, forms sphincters for the openings of the canals which per- 
forate the floor to reach the exterior. The two layers are not only 
functionally but morphologically different.” 

In the lower or sphincter layer of muscles Thompson “ includes 
the sphincter ani externus, the transversus perinei superficialis, the 
bulbo-cavernosus, the ischio-cavernosus, the constrictor urethre, the 
transversus perinei profundus and the ischio-pubicus. These super- 
ficial perineal muscles are to be regarded as derived from a layer of 
muscle known to embryologists as the primitive sphincter cloacea—a 
muscular ring which surrounds the cloaca and has attachments to 
the bones at the pelvic outlet; and which, on the disappearance of 
the cloaca, becomes subdivided into groups one of which surrounds 
the urino-genital canal while another encircles the anus. Thus the 
muscles of the lower layer in the pelvic floor have a common origin 
and a common sphincteric function. 

We must be very cautious in assuming that this sphincteric layer 
of muscles has any share in holding up the pelvic viscera. It is in- 
deed improbable that the muscles surrounding the vaginal orifice 
support the uterus any more than the sphincter ani supports the 
rectum. If the uterus, bladder and vagina had no firm attachment 
to the sides of the pelvic diaphragm, they would be liable to slip 
through the vaginal sphincter with every considerable elevation of 
intra-abdominal pressure. This indeed is what actually happens in 
many patients who have prolapse, but whose sphincters retain their 
functions. The uterus and bladder descend into the inverted vagina 
when the woman’s bowels are moved or, perhaps, when she turns 
the mangle. When pushed up again the organs remain within the 
pelvis until another muscular effort drives them through the sphincter 
once more. To put the matter in another way: in a patient with a 
loose uterus, the sphincter layer just makes the difference between 
the “ prolapse” and the “ procidentia” of some books. But in a 
normal subject the sphincter layer has no action upon the uterus. 


The muscles of the pelvic diaphragm. 


The muscles of the upper layer form, with their aponeuroses, the 
structure which was first named by Meyer “the pelvic diaphragm,” a 
funnel-shaped sling encircling the pelvic viscera, deep behind, 
shallow in front, widely open above, and with a narrow outlet below. 
Dickinson describes it as a muscle, shaped like a horse shoe, whose 
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ends are attached behind the pubes, while the urethra, the vagina, 
and the anal canal pass between its right and left sides. 

In four-legged animals with tails, certain muscles are inserted 
into and serve to move the tail. Those which raise the tail are of no 
present interest, but those which lower it and those which move it 
from side to side concern us deeply. 

The muscles which lower the tail and pull it between the animal’s 
legs arise from the inner aspect of the side walls of the pelvis, namely 
from the back of the pubic bones and from the ilio-pectineal lines 
or the sides of the pelvis beneath it. They are inserted into the 
fronts of the vertebre forming the tail, and are called the pubo- 
coccygeus and the ilio-cocecygeus muscles. The tail-wagging 
muscles arise from the ischial bones and from neighbouring 
fascie, and are inserted into the sides of the caudal vertebre. 
They are accordingly called the ischio-coccygei. These two sets 
of muscles are profoundly modified in animals which have 
lost their tails. In the human subject they are represented by the 
muscles of the pelvic diaphragm. The pubo-coccygei and the ilio- 
coccygei together form the levator ani, while the ischio-coccygeus 
is the coccygeus of human anatomy. 

But with the loss of the tail as a movable organ, the glory of these 
muscles has departed. Their insertions being reduced with the 
caudal vertebre, and their range of movement being gone, they are 
indeed mere faint adumbrations of the masses of contractile tissue 
which subserve the locomotion of the prehensile ape and the tripod 
kangaroo. 

Thompson says of the levator ani: “The dorsal portion of the 
muscle is wholly converted into fibrous tisue, so that only the lateral 
and ventral parts exist. There is also a great change in the thickness 
of the muscle. Whereas in tailed apes the levator ani attains a thick- 
ness of more than 5mm., in anthropoids it is thin and almost 
transparent.” 

“In the human subject the origin and insertion of the pubo- 
coccygeus conform to what is constant in the lower mammals: it 
arises from the pubes and is inserted into the rudimentary caudal 
vertebre. On the other hand, the muscle has been profoundly modi- 
fied in such a way that, as its influence over the caudal vertebre has 
diminished, its influence over the rectum has increased, and a large 
number of fibres, losing their connexion with the coccyx, pass round 
the rectum to form a sling.” 

“In the human subject the ilio-coccygeus . . . may fail entirely 
or be replaced by fibrous tissue as in anthropoids, and only in a 
comparatively small number of subjects is the muscle strongly 
developed. It is usually thin and transparent, and the muscular 
bundles are separated so frequently by broad membranous intervals, 
that . . . the ilio-coccygeus must be regarded as a degenerating 
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muscle whose primary function has been lost. In virtue of its posi- 
tion, however, it contributes to the formation of the pelvic floor.” 


“Little difference is observed between the ilio-coccygeus in the 
male and female, and it is difficult to say in which sex degeneration 
of the muscle is carried to the furthest point. According to my 
dissections the muscle is usually thinner and more membranous in 


the female, though probably this is due to stretching of the muscle 
during parturition.” 


Of the coccygeus or tail-wagging muscle, Thompson says: “As 
the tail becomes rudimentary the coccygeus tends to lose its muscular 
character and to become transformed into fibrous tissue. It is note- 
worthy, however, that in man the muscle is subject to considerable 
variation. In some cases the coccygeus is strong and fleshy, in others 
the retrograde changes have taken place to such a degree that the 
fleshy fibres have disappeared altogether, and a thin fibrous layer on 
the deep surface of the small sacro-sciatic ligament represents the 
muscle.” 


Can it be seriously maintained that the contractile power of these 
degenerated muscles is of importance in holding the uterus, vagina 
and bladder in their normal position? The pubo-coccygeus, or 
lowest portion of the levator ani, remains functional, and by its 
action the rectum can be raised and drawn towards the symphysis; 
it also has an important sphincter action on the bowel; and, as 
Thompson has well shown, it co-operates with the sphincter vagine 
in narrowing the vaginal outlet. But as a muscle the levator ani 
probably has no further action. As a sheet of tissue it of course 
forms the major part of the pelvic diaphragm. 


The pelvic fascia. 


We must next dwell for a moment on the nature of fascia, and, 
in particular, the pelvic fascia, which has long been a bug-bear to 
students and to teachers. 

* It has been customary,” says Keith (“ Human Embryology and 
Morphology,” 1902) “to regard fascize as separate structures form- 
ing distinct sheets with devious and complex courses. It is possible, 
by dissection, to prepare and display them according to accepted 
descriptions; but the structures so displayed are artificial, and not 
the true structures with which the surgeon or physician has to deal.” 
Keith explains that the undifferentiated mesoblast forms the con- 
nective tissue or fascial system of the body. Thus the fascie and 
septa must constitute a continuous formation of sheaths each being 
in continuity with that of every contiguous structure. “ The pelvic 
fascia,” Keith goes on, “is composed of the sheaths of four muscles, 
the levator ani, the obturator internus, the pyriformis, the constrictor 
urethre and deep transversus perinei. The fibrous capsules of the 
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Fig. 111.—Cameron’s Diagram of the Pelvic Diaphragm seen from above. 
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vagina and uterus, the bladder and the rectum also form part of it, 
the so-called visceral fascia.” 

Again, Derry remarks (Journ. Anat. and Phys., October 1907): 
“The viscera, therefore, are simply invested by the remains, in this 
mesenchymatous form, of the tissue in which they were originally 
developed, and the same applies to the vessels which supply them. 
This tissue is condensed in places to form definite ensheathing layers, 
particularly in the neighbourhood of the . . . vagina and lower part 
of the uterus in the female. But any attempt to give definiteness to 
such layers is not only artificial, but makes the description un- 
necessarily complicated and confusing, for the simple reason that 
these layers, though well-marked in the regions named, and also 
round the rectum, pass gradually into the general mass of sub- 
peritoneal tissue which fills the whole pelvic cavity, and are then no 
longer traceable.” 

Cameron says (Journ. Anat. and Phys., October 1907): “ The 
fascia on the pelvic surface of the levator ani and coccygeus forms 
one continuous fascial plane in relation to these muscles, there 
being no actual splitting of this fascia into layers as is frequently 
described.” 

We may therefore say good-bye to the pelvic fasciz of classical 
descriptive anatomy, and may take it on good authority that the only 
fascia which concerns us is the aponeurotic covering on the inner or 
upper surface of the muscles which form the pelvic diaphragm, 
together with the fibrous investments of the structures which lie 
within it. 

We have now to learn how the pelvic organs are attached to the 
connective tissue which lines the inward sloping walls of the pelvic 
diaphragm, which could not, in virtue of their shape alone, support 
a plastic mass like that formed by the viscera they contain. 

Professor Thompson (Journ. Anat. and Phys., January 1901) 
says: “At any rate we know that a fibrous sheath envelops the ob- 
literated hypogastric artery, and the vessels supplying the bladder, 
uterus, vagina and rectum, and it may be that the supporting layers 
of the pelvic fascia are primarily derived from this by lateral exten- 
sion on to the fascia covering the upper portion of the levator ani.” 

Dr. John Cameron (Journ. Anat. and Phys., October 1907) writes : 
“Tt is most convenient to devote attention first of all to the internal 
iliac vessels. The anterior divisions, along with their visceral 
branches, are found to be bound together by a dense connective tissue 
—the perivascular sheaths. The resultant compact mass will be 
found to lie in a more or less vertical plane, and to possess fairly 
definite borders of attachment. Thus it is firmly united by its 
external border and antero-external surface to the innominate bone 
close to the sciatic notch, and, lower down, to the obturator fascia. 
From this origin the mass passes forwards and inwards along with 
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the vessels to blend internally with the posterior part of the lateral 
aspect and base of the bladder, the seminal vesicles and the lower 
part of the rectum.” “The upper margin is free, and contains the 
anterior division of the internal iliac artery with its continuation the 
obliterated hypogastric. Note particularly that the ureter is bound 
down by fibrous tissue, first to the upper border and then, as it ap- 
proaches the bladder, to the posterior aspect of the mass. The lower 
margin is intimately blended with the sheath on the pelvic surface of 
the levator ani. Jt may now be recognized that we have here a sort 
of fascial mesentery which must constitute an effective support to the 
pelvic viscera. The fascia tends to become denser and stronger as it 
is traced downwards towards the pelvic floor. The latter part corre- 
sponds to the suspensory ligament of the genito-urinary organs 
recently described by Paterson.” “In the female the relative 
development of the connective tissue round the visceral branches of 
the internal iliac vessels is just as pronounced as in the male. The 
perivascular fascia is closely attached to the vaginal and uterine 
walls by the dense sheaths of the vessels passing to these structures.” 

Derry, in the paper quoted above, gives a very similar description 
of the structures to which Cameron has directed attention. It is a 
remarkable coincidence that their papers both appear in the same 
number of the Journal of Anatomy and Physiology. 

The recent anatomical work now cited has been foreshadowed in 
some degree. Thus Waldeyer says (Das Becken., Bonn. 1899, p 368) : 
“Tt is clear that all those structures which are in relation to the 
uterus help to hold it in place. The vagina, the perineum, the para- 
metrium, the perimetrium, specially the broad ligaments, the round 
ligaments and utero-sacral ligaments; also the blood-vessels. The 
prime importance has been given now to one now to another. In my 
own opinion,’ Waldeyer continues, “it is the vagina and perineum 
and, next, the blood-vessels with their firm connective tissue sheaths 
which should be named as of the first importance. I willingly agree 
that the parametric connective tissue plays a weighty part in 
fastening the uterus.” In his enumeration Waldeyer mentions the 
blood-vessels last of all, and in expressing his personal opinion he 
gives the chief place to the vagina and perineum. Hohl, however, 
cut away, in the cadaver, both vagina and perineum without causing 
any change in the position or mobility of the uterus, thus affording 
a proof of the fallibility of Waldeyer’s judgment. 

Kocks (Die normale und path. Lage und Gestalt des Uterus. 
Bonn, 1880) gave to the perivascular sheaths of the parametrium the 
importance of ligaments. He called them the ligamenta cardinalia, 
and stated that they hold the uterus in position, and that it moves on 
them as on a transverse axis. 

Mackenrodt (Uber die Ursache der normalen u. path. Lagen des 
Uterus, Arch. f. Gyn., Bd. xlviii., 1895) lays stress on the firm, con- 
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nective tissue sheaths derived from the pelvic fascia which are inter- 
spersed with muscular fibres, accompany the uterine arteries and 
are firmly attached to the cervix. He named them the transverse 
ligaments of the uterus; but they are not transverse, and they are 
not ligaments, which is probably the reason why the work of Kocks 
and of Mackenrodt has not been universally accepted. 


Relations of the rectum to other pelvic organs. 

There is another point upon which light has recently been thrown, 
namely the relation of the rectum to the urino-genital organs. Pro- 
fessor Paterson has pointed out (Journal of Anat. and Phys., January 
1907) the complete independence of the rectum from the other pelvic 
organs. He says: “ The floor of the pelvic basin is constituted so as 
to provide a posterior rectal channel in which the rectum lies loose, 
and an anterior portion containing the genito-urinary passages which 
are firmly fixed to the pelvic floor and walls by an investment of 
pelvic fascia.” “The rectum, occupying the posterior section of the 
pelvis, is altogether free and separate from adhesions of the pelvic 
fascia, and lies loose in its special channel clothed by extra-peritoneal 
tissue.” We have seen that the uterus, vagina and bladder are at- 
tached to the sides of the pelvic funnel by the masses of tissue which 
carry their blood supply. These run from behind forward, and 
Paterson’s rectal channel lies between the two masses of tissue which 
support the other organs. The rectum has its main blood supply 
from a separate source, and is supported by its own separate attach- 
ment to the back of the pelvis. These anatomical facts explain 
the well-known clinical observation that, in prolapse, the uterus with 
its appendages and the bladder comes down with the vagina, the 
posterior vaginal wall being separated from the anterior rectal wall 
and leaving the latter in its ordinary position. 

Rectocele forms an apparent exception to this rule: but in this 
condition the anterior rectal wall is pathologically adherent to the 
posterior vaginal wall, owing to the formation of cicatricial tissue 
between them during the healing by granulation of infected lacera- 
tions of the perineum and posterior vaginal wall. When the recto- 
vaginal septum is thus matted into one sheet of tissue, distension of 
the rectum cannot be accommodated by sliding upwards of the rectal 
wall upon the vaginal wall. The result is that rectal distension 
bulges the recto-vaginal septum forwards and then downwards 
through the vaginal orifice. 


Summary or Conciusions. 


1. The so-called ligaments of the uterus lie loosely upon the sub- 
jacent structures, and have no supporting action. The broad liga- 
ment is simply a mesovarium and mesosalpinx. The utero-sacral and 
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utero-vesical folds are incapable of resisting downward pressure, as is 
the round ligament, which moreover is a vestigial structure (guberna- 
culum ovarii et uteri). 

2. The external muscular layer of the pelvic floor has a sphincteric 
rather than a supporting action. 

3. The internal muscular layer of the pelvic floor being the 
degenerated representative of the tail muscles of lower animals, has 
largely lost its muscular action: and the lower part of the levator 
ani merely acts as an adjuvant to the sphincters of the rectum and 
the sphincter vagine. 

4. The classical descriptions of the pelvic fascia should be given 
up, and the fascia should be regarded as the sheaths of the muscles, 
the vessels and the viscera. 

5. The internal muscular layer, with its fascial investment, forms 
the funnel-shaped pelvic diaphragm. 

6. The pelvic diaphragm does not support the pelvic organs by its 
muscular action. 

7. The pelvic diaphragm could not support the pelvic organs in 
virtue of its shape, were they not firmly attached to its sloping lateral 
walls, 

8. This attachment is accomplished by the fibrous sheaths of the 
blood-vessels and accompanying structures which supply the pelvic 
viscera. The one constant essential cause of prolapse is relaxation of 
the perivascular sheaths. 

9. The rectum has attachments to the back of the pelvis quite 
distinct from those of the urino-genital organs to its sides. It does 
not descend with them in prolapsus. When the anterior rectal wall 
descends in rectocele it is united with the posterior vaginal wall by 
cicatricial tissue, the result of infection during the healing of 
perineal tears. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


A Case of Cerebral Hemorrhage during Pregnancy. 


By Rosert Jarpine, M.D., etc., 


Professor of Midwifery, St. Mungo’s College; Senior Physician to the 
Glasgow Maternity Hosytal. 


Mrs. G., et. 33, a tertipara, was admitted to the Glasgow Maternity 
Hospital on the 2nd of June, 1907, in an unconscious condition. The 
pregnancy had advanced to the eighth month. The two previous 
pregnancies had ended in premature labour at the seventh month. 
The children had both been born dead. The patient’s health had 
been good during this pregnancy, but she had been very nervous, and 
apprehensive lest she should lose this baby also. 

About noon of the day of admission the patient was sitting in 
her house talking to her husband in apparently good health and 
spirits, when she suddenly exclaimed that she was losing the use of 
her right hand. She dropped a hair-pin which she was holding, and 
was unable to grasp it when it was put back into her hand. Her 
face twitched and was drawn to one side and she lost consciousness. 
She was brought to the hospital ten hours later. 

On admission, the pupils were equally and closely contracted, and 
they reacted to light. The right arm was very rigid and held flexed 
at the elbow with the fingers clenched in the palm. The patient was 
restless. The heart sounds were normal except that the second aortic 
sound was accentuated. The urine contained a large quantity of 
albumen. The fetal heart could be heard. 

A vaginal examination revealed that the pelvis was contracted, 
the diagonal conjugate measuring 4in. The os admitted two fingers 
and the vertex presented. 

June 3rd. When I saw the patient next morning she was still 
unconscious, and there was distinct paralysis of the right side of the 
face and right arm, but the right leg and upper section of the face 
were not affected. A dose of Epsom salts was administered. 

June 4th. The patient’s condition was unchanged except that 
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the upper segment of the face was affected. There was drooping of 
the right eyelid, and the eye was not closed during sleep. 

June 5th. The condition was unchanged. Labour was going on 
painlessly, as the os was almost fully dilated in the morning. As 
there was no indication of any strain being thrown upon the cardio- 
vascular system by the labour I decided to wait and let nature take 
its course. At 2-30 p.m. the patient suddenly began to breathe 
stertorously, and on examination it was evident that a further 
hemorrhage had taken place. All the limbs were quite limp, and 
sensation was entirely lost. The foetal heart had ceased to beat, so 
I decided against accouchement forcé, as it would only have hastened 
death. The patient gradually sank, and died at 5-45 p.m. 

We could not obtain permission for a post mortem examination. 

The fact that the two previous pregnancies had ended in the 
birth of dead children about the seventh month made one suspicious 
of syphilis, but we failed to find any evidence of its presence. The 
urine gave evidence of nephritis, and it is probable that the kidney 
condition was of long standing, and that it was really the cause of 
the mischief. However, there was no very distinct evidence of 
degeneration of the arteries except that the radials seemed a little 
firmer than usual. 

Perhaps I erred in not clearing out the uterus when the patient 
was admitted, but when I found that the os was slowly dilating, 
without any evidence of strain being thrown upon the system, I 
decided to wait. I was afraid that if I delivered by accouchement 
forcé the strain which would necessarily result would in all prob- 
ability increase the hemorrhage. 
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II. 


A Case of Osteo-Malacia treated by Cesarean 


Section at Full Time, with Removal of the Uterus 
and Ovaries. 


By Rosert Jarvine, M.D., etc., 


Professor of Midwifery, St. Mungo’s College; Senior Physician to the 
Glasgow Maternity Hospital. 


Mrs. O.’D., a quintipara, et. 31, pregnant at the full time, was sent to 
the Glasgow Maternity Hospital from Dumbarton at 2a.m. on the 
13th of July, 1907. She was in labour, and an attempt had been 
made to deliver her at her home. 

On admission, the patient stated that her first three labours had 
been easy, but that the forceps had been required at her last delivery, 
and there had been considerable difficulty. For the last year she 
had been a martyr to what she thought was rheumatism, and for the 
last five months she had been confined to bed or a chair suffering 
from pains all over her body. During the last five weeks the pains 
in her limbs had been very severe, and she had been completely con- 
fined to bed. She afterwards told us that her friends had noticed 
that she was shrinking in stature. 

The labour began at 6 p.m., and the doctor was called in. He 
diagnosed a breech presentation and tried to deliver but failed. 

During the time the patient was being driven in the ambulance 
wagon for 16 miles the labour pains were very severe. On admission, 
she was suffering very much, and her pulse was about 130 per 
minute. She seemed to be in a very critical condition. The abdomen 
was very much distended and pendulous. The upper part of the 
sternum was quite collapsed, and the ensiform cartilage was at right 
angles to the body of the sternum. The clavicles were very much 
deformed, but the long bones of the limbs were quite straight. The 
ribs were somewhat soft, and they as well as the bones of the limbs 
were very tender to touch. The pelvis was markedly beaked. 

Abdominal palpation revealed that the head was at the fundus 
uteri and the breech above the brim. The fetal heart sounds were 
quite distinct. By the vagina I found that the pelvis was markedly 
beaked, and contracted at the outlet. I could not reach the pro- 
montory of the sacrum as the beaking of the pelvis prevented my 
fingers entering so far. The breech could just be felt. As the bones 
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would not yield, delivery by the natural passages was out of the 
question. 

The patient was prepared as quickly as possible for abdominal 
section. I opened the uterus, removed the child, which was alive, 
and then turned the uterus out of the abdomen, tied off the broad 
ligaments outside of the ovaries, and amputated supra-vaginally. 
The peritoneum over the lower uterine segment was thickened and 
adherent, so that there was some difficulty in stripping it down. The 
stump was treated in the usual way by stitching it with catgut and 
then stitching the peritoneum over it. The beaked condition of 
the pelvis was very apparent from the inside. Two pints of saline 
solution were poured into the peritoneal cavity, and the abdominal 
wound was closed in two layers. 

The patient bore the operation wonderfully well, and her pulse 
was better after it than it had been onadmission. Several hypodermic 
injections of strychnine had been given. 

Contrary to my expectation she made a very good recovery, 
although on the second day after the operation she vomited about 
half a pint of coffee-ground material and rectal feeding had to be 
adopted for several days. Day by day the tenderness in the ribs and 
long bones gradually decreased, and in about a fortnight she felt 
scarcely any pain in them. 

On July 29th I measured the pelvis and found that the distance 
between the iliac crests, at their centre, was 93 in., and the distance 
between them, measured well forwards, was also 94in. The base of 
the beak, as far back as we could place the calipers, was 13 in. across. 
The external conjugate diameter was 7} in., and the distance from 
the sub-pubic ligament to as high up on the sacrum as I could reach 
was 4in., but I was doubtful if I reached the promontory. The avail- 
able conjugate must have been very short, but I was unable to esti- 
mate its length. 

I was away on holiday during the month of August, and when I 
called at the Hospital to see the patient on September 3rd, the day 
of her discharge,she had improved so much that I failed to recognize 
her. She was able to walk a little without assistance, and the tender- 
ness in her bones had quite disappeared. 

Osteo-malacia must be a very rare disease in the West of Scotland, 
as this is only the third case which has been treated in the Glasgow 
Maternity Hospital since 1869. It is the first case of the kind I have 
seen. Three years ago I operated on a case of pseudo-malacosteon 
due to an attack of rickets which had occurred when the patient was 
a girl in her teens. 
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III. 


A Case of Prolonged High Temperature during 
Pregnancy with other symptoms of Toxzmia. 


By Rosert JarpineE, M.D., etc., 


Professor of Midwifery, St. Mungo’s College; Senior Physician to the 
Glasgow Maternity Hospital. 


Mrs. N., et. 24, a primigravida, was admitted to the Western 
Infirmary, Glasgow, under Prof. Stockman’s care, on the 28th of 
May, 1907, complaining of vomiting, cough, and general weakness of 
31 days’ duration, and of jaundice of 5 or 6 days’ duration. The 
patient was about six months pregnant, and during the whole of the 
pregnancy she had been troubled with vomiting. A month before 
admission she had been seized with an “ influenza cold,” with head- 
ache, pain in the back, and general aching in the limbs. At this 
time the vomiting had increased, and she had developed an irritating 
cough. A few days after the onset of her illness she had been seized 
with intense colic in the epigastric region, the pain shooting in a 
downward direction and being most marked at the sides of the 
epigastrium and at the costal margins. The pain lasted for two days 
and was most marked on the left side. Three weeks before admission 
she had developed, according to her doctor, a left basal pneumonia. 
This seems to have subsided, the temperature coming down only to 
rise again in a day or two and remain more or less remittent up to 
the day of admission. Five days before admission jaundice had set 
in, with yellow tinging of the body generally. The vomiting became 
worse again. The patient had lost weight considerably. The bowels 
had been regular. 

The previous history contained nothing of importance. The 
patient had always been “troubled with her stomach,” and had 
suffered from flatulence and constipation. Before the New Year she 
had had an attack of lumbago. 

On admission, the patient had the usual signs of jaundice. There 
was a little dulness at the bases of the lungs. A needle was intro- 
duced into both bases and nothing was found. The liver was a little 
enlarged. The heart exhibited nothing abnormal except a soft 
systolic murmur at the base. The urine contained bile but nothing 
else abnormal. The pulse was 130 and the temperature 101°. The 
examination of the blood gave Hb. 52 per cent., R.B1.C. 4,500°000 
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and W.B1.C. 10°500. On five other occasions the W.BI.C. were found 
to amount to 12°500, 13°700, 12°800, 10°800 and 11°800. 


On the Ist of June the patient had a severe rigor. On two occa- 
sions during her stay in hospital there was some tenderness over the 
region of the gall bladder. This only lasted for a day or two at 
atime. A little pus was occasionally detected in the urine. There 
were no tubercle bacilli in the urine or in the sputum. Widal’s 
reaction was tried for several times, but with negative results. 


Prof. Stockman was unable to find any definite cause for the 
persistently high temperature. Several of the surgeons in the 
Infirmary saw the patient, but none of them could detect anything 
wrong. 

Prof. Stockman asked me to see the patient on July Ist, with a 
view to transferring her to the Maternity Hospital for induction of 
labour. When I saw her, labour had commenced, so she was at once 
transferred. 

On admission to the Maternity Hospital the patient was seen to 
be much jaundiced, the whole of the skin being of a bright yellow 
colour. She was much emaciated and haggard looking. The 
tongue was dry and coated with a hard brown crust, and there was 
slight bleeding from the gums. The abdomen was about equal in 
size to that of a woman 63 months pregnant. The foetal heart sounds 
were audible. The urine was deeply stained with bile and contained 
some albumen. The os uteri was nearly fully dilated, and the head 
presented. 

Three hours after admission the membranes ruptured, when the os 
was found fully dilated, and as the patient was much exhausted the 
forceps was applied and delivery effected. The child, a female, was 
still-born, but it seemed perfectly normal. The liquor amnii and 
membranes were deeply stained with bile. The placenta was normal. 


After delivery the patient’s temperature was 97°8° F., and the 
pulse 90. Throughout the puerperium the temperature was never 
above normal except on the evening of the fourth day, when it 
reached 101°6°F., but it only remained up for a few hours. There 
was nothing to account for this slight rise of temperature. The 
jaundice rapidly disappeared, and in a few days the patien* was 
clamouring for a full diet. 


She was discharged quite well on the 16th July. She had begun 
to gain flesh. 

Prior to the admission of the patient to the Western Infirmary 
the feverish condition had existed for 31 days, so that it lasted 
altogether for 10 weeks. The morning temperature was usually 
about 99° and occasionally as high as 100°. For about ten days it 
was slightly subnormal. There was an evening rise of from two to 
two and a half degrees. The highest point reached during the 
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patient’s stay in the hospital was 104°2°F., on the Ist of June, when 
a rigor occurred. 

As to the cause of the condition I cannot venture to suggest any 
possible explanation. The signs of both tubercle and enteric fever 
were carefully sought for with negative results, and there was no 
leucocytosis. There must have been a toxin present, and the fact 
that the temperature subsided with the emptying of the uterus would 
lead one to suppose that the uterine contents had been the source of 
the toxin, but there was nothing abnormal to be observed in the child 
or the secundines, except the bile-stained condition of the liquor 
amuii which was the result and not the cause of the condition. That 
the child was weakly and perished during delivery is not to be 
wondered at. It is a wonder that it had not perished long before. 
We may call the case one of toxemia of pregnancy, but as to what 
that means, I am afraid we must confess that, at present, we are 
ignorant. 
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TECHNICAL MEMORANDA, OPERATIVE 
AND OTHERWISE. 


(Under this heading will be published from time to time notes on 
points of practical interest in regard to methods of treatment, 
operative and therapeutic, and on the general management of 
Obstetrical and Gynecological cases in hospital and private 
practice.) 


Recent Developments in Gynecological Surgery. 


By E. Hastines Twerpy, F.R.C.P.1., 
Master of the Rotunda Hospital, Dublin. 


I purpose to-night to recall to your minds some of the radical 
changes which have been effected in our art within the short space of 
four years. These changes have worked altogether for the benefit of 
our patients and for the simplification of our methods. 

Four years ago the introduction of rubber gloves in connexion 
with operative surgery was considered by many men of standing to 
be a mere passing fad, and their use was strenuously opposed. It is 
unnecessary to say that gloves are now almost universally used, or 
to speak of the improvements which have thereby resulted, nor need 
I remind this assembly how greatly gynecologists aided in their 
popularization. We now never discard them even in vaginal work. 

The manner of efficient skin disinfection was a much disputed 
point until recently, and four years ago few men had adopted the 
present method of relying on biniodide of mercury in a 70 per cent. 
solution of methylated spirit; moreover, it was not realized that 
while surface disinfection of the skin is comparatively easy, deep 
disinfection is at all times impossible. We now know that we can 
dispense with much of the elaborate ritual which was at one time 
considered essential in the processes of hand-washing, and all our 
present efforts are concentrated on a means for fixing the surface 
epithelium and preventing its maceration. It was at one time feared 
that this macerating process would be greatly increased by the use of 
gloves, and that much injury might follow from the oozing of septic 
fluid through an accidentally formed opening. By rinsing the hands 
free from mercurial antiseptics by means of methylated spirit, and 
by partially filling the gloves with similar fluid the fear of epithelial 
maceration has been entirely obviated; moreover, gloves treated in 
this manner slip on to the hands with the greatest readiness, and 
injury to the gloves during an operation is a matter of little moment, 
for the fluid within them remains almost sterile. Maceration of 
epithelium in the neighbourhood of the skin incision is now to a 


* From the President’s Introductory Address to the Obstetric Section of the Royal 
Academy of Medicine of Ireland, delivered on the 15th of November, 1907. 
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large extent obviated by painting the surface with picric acid dis- 
solved in methylated spirit or tincture of iodine; the former of these 
solutions we have found to be highly efficacious, when applied to 
papillary erosions of the cervix uteri of a mild type. 

In vaginal surgery the field of operation has been rendered much 
more sterile by the plan which is now in general use of stitching or 
clipping a strip of boiled Billroth tissue across the perineum to shut 
off the anal region. This tissue is pinned at each side to sterile linen 
bags which cover the limbs and these bags are connected at their base 
by an abdominal apron which, lying over the abdomen, enables the 
operator to make a bimanual examination without any fear of con- 
taminating his hands. It has thus become possible to do vaginal 
work in a manner as aseptic as that which obtains when the 
abdomen is opened above the pubes, and there is therefore a more 
extended scope for operations through this route. 

The large semilunar incision of Strassman has provided us with 
a rapid, safe, and ready method of separating the bladder from the 
cervix and raising a large anterior flap which provides ample space, 
and, if required, this incision can be supplemented by a lateral one 
through the vulva and perineum. Ovarian cysts, tubal pregnancies, 
and extensive adhesions are thus readily dealt with, and the removal 
of multiple myomata is more easily effected by this method. These 
are enucleated one by one through this incision, and the uterus is, 
if necessary, brought out in acute anteflexion into the vagina, split 
down the centre so as to enable submucous or interstitial tumours to 
be dealt with, and closed again as one would close it after a Cesarean 
section before finally returning it to its normal position. Strass- 
man’s incision is not a suitable one in the event of uterine fixation 
being determined upon; the older T-shaped opening being preferable, 
but here again a great advance in gynecological technique has 
occurred, in that we are now careful to bring down the closed pouch 
of peritoneum, and to insinuate it between the anterior vaginal wall 
and the fixing sutures of the uterus. We have frequently occasion 
to perform this operation, and we do so without hesitation even 
during the child-bearing period; not only has this been fully justi- 
fied in our own practice, but Diihrssen’s statistics are absolutely 
convincing that it need not be attended with complications in 
subsequent pregnancy or labour. 

The technique for the cure of cystoceles and rectoceles has been 
much improved, in the former by tucking up the bladder and rolling 
it inwards on itself, with fixing catgut sutures, and in the latter by 
joining again the fibres of the torn levator ani muscles and pelvic 
fascia. 

The vaginal operation for cancer of the uterus is carried out on 
more extensive lines than could have been dreamed of as a possibility 
a few years ago. 





38 Journal of Obstetrics and Gynecology 


It is to be feared that British operators have not yet fully grasped 
the ease and the safety with which pus tubes can be dealt with by 
vaginal operation. If they are found to be in the acute stage with 
high temperature and grave constitutional disturbances, the pus can 
be evacuated through the posterior fornix. To do this a transverse 
incision one inch in extent is made in the posterior fornix, which 
can be enlarged to any necessary extent by tearing with two fingers. 
The lips of this incision are fixed with long silk sutures, the posterior 
one uniting the peritoneum with the vaginal wall, and so preventing 
retro-peritoneal invasion of germs. An assistant pulling on the 
ligatures brings the opening close to the vulva, and permits the in- 
sertion of a gloved finger to determine the precise position of the 
abscess tube. If the intestines are in the way they can be removed 
from the field of operation by placing the patient for a few moments 
in the Trendelenburg position; the insertion of a plug of iodoform 
gauze will prevent them from again descending. A sharp sinus 
forceps is now plunged into the diseased tube, and when this is 
opened the pus is evacuated. Whilst this is being done, the patient 
may, with advantage, be placed in a position with the shoulders 
slightly raised (Fowler’s position). The ligatures are allowed to 
remain fixed to the lips of the wound for eight or ten days; they 
provide a ready means of enabling the cavity to be subsequently 
washed out until it ceases to discharge, which it does within the 
space of a fortnight or so. We have frequently obtained a sympto- 
matic cure by this simple operation; general sepsis appears never to 
follow from it, and, should a recurrence take place, the pus is not so 
septic as in the first instance. 

If a secondary operation is required, or if we are dealing with 
chronic pus tubes, the removal of the uterus and adnexa can be 
rapidly and safely undertaken by the method to which Landau’s 
name is attached. I know of no British operator who advocated this 
procedure further back than four years ago. Incisions are made in 
front of and behind the cervix, and connected by lateral incisions, in 
the usual manner, and the cervix is then seized at each side with 
volselle and pulled strongly down by assistants. The operator then 
rapidly splits the uterus into halves, from below upwards, the whole 
hand is pushed into the abdomen, adhesions are broken down, and 
the diseased tube, held in a firm grasp, is dragged out through the 
vulva with its attached half of the uterus. On the other side a 
similar procedure is followed, and clamps are applied to the broad 
ligaments outside the vulva; these clamps are then pushed into the 
abdomen together with the stumps after they are severed from the 
diseased adnexa. A plug of iodoform gauze keeps back the in- 
testines, and the patient’s after history is one of calm and uninter- 
rupted recovery with freedom from pain or other inconvenience. 
The bursting of a pus tube does not seem to add materially to the 
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danger of this operation, and a great advance in technique is that 
associated with the removal of the diseased and useless uterus in 
those cases where the tubes have to be sacrificed. 

Atmocausis has placed in our hands a means for curing patients 
suffering from persistent hemorrhages, to stop which the uterus had 
formerly to be removed, and the most intractable forms of endo- 
cervicitis now receive a symptomatic cure by the direct application 
to the mucous membrane of a thermocautery. 

Saline solution has taken the place of antiseptics in vaginal and 
uterine douches, whilst continuous irrigation over the raw surface to 
wash away blood during operation has given place to the employment 
of dry sterilized swabs of cotton wool. Hemorrhage is lessened and 
healing more perfectly ensured by the dry method, and the operative 
manipulations are facilitated, particularly when with this dry method 
gloves are used. 

When we turn to the abdominal route we find that material 
changes have occurred in the methods employed in almost every 
operation. Through this route pus tubes are now dealt with by the 
splitting of the uterus in the middle line, and removing them with 
their attached uterine halves. Tubes affected with interstitial sal- 
pingitis are resected, untwisted, and their lumina made patent by 
some one of many devices. Ovaries are freely resected rather than 
sacrificed. Raw surfaces are closed over by peritoneum in a manner 
considered superfluous a few years ago. It is now a matter of in- 
difference whether the uterus be removed with or without its cervix, 
at least in so far as the primary operation is concerned. The 
simplification of technique has rendered the operation by either 
plan one of the safest and easiest in abdominal surgery, whilst the 
conservation of the ovaries has largely obviated the unpleasant 
symptoms which were not infrequently encountered in patients who 
had recovered from the older operation. 

In spite, however, of the exceedingly low mortality and the per- 
fection of results obtained by hysterectomy for myomata, its right to 
exist as an operation of election has of late years been seriously 
called in question, and in my opinion has ceased. The modern 
operation of myomectomy carried out by splitting the uterus in its 
median line and enucleating from its walls the multiple myomata is 
so simple, is accompanied by so small an amount of hemorrhage, and 
is attended by such a wonderfully calm recovery that save in the case 
of elderly women, it would seem to have a future before it that is 
hardly at present appreciated. After the enucleation the uterus is 
stitched in a similar manner to that of Cesarean section. In the 
event of a widely attached sub-mucous myoma having been 
enucleated, there may be considerable oozing from the inner surface 
despite the approximation of the uterine edges. This is always 
readily controlled by plugging the cavity with iodoform gauze, and 
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then when the abdominal operation is finished the cervix is dilated 
from below to permit of the gauze being pulled through it. 

Operative treatment for cancer of the uterus has been revolu- 
tionized. Formerly, if the uterus was at all fixed, could not be 
readily pulled down, or had its cervix badly eroded, surgical relief 
was unobtainable. We still hear surgeons discuss the indications for 
operation in relation to the probable curability of the disease, and a 
speaker at the Exeter meeting of the British Medical Association, 
1907, was much applauded for making the statement that patients 
should not be touched unless a long immunity from recurrence 
could reasonably be expected, for these uncured women deterred 
others from coming to the surgeon in the early stage of the disease. 
The general surgeon does not hesitate to operate in incurable cases in 
the expectation of procuring temporary relief, and it is pleasant to 
contemplate that gynecologists are no longer deterred from relieving 
the suffering women afflicted with advanced cancer by any fear of 
detracting from the perfection of their statistical results. The ab- 
dominal route has afforded us means for the removal of the uterus in 
the vast majority of patients who present themselves to us. We may 
not always be able to get clear of the cancerous deposit even as seen 
by the naked eye, yet in many of these cases our results have been 
so gratifying that they have encouraged us to reject none but the 
most hopeless cases. 

The three-layer method of suturing the abdomen has made it 
possible for the surgeon to promise his patient with certainty that a 
hernia through the scar will not take place; further, the transverse 
incision has enabled us to operate without causing appreciable 
deformity from an unsightly scar, and the subcuticular suture 
fastened over the leaden plate, or the Michel’s clamps can be largely 
relied upon to prevent an ugly skin mark. 

In antistreptococcus serum (polyvalent variety) we probably 
possess an efficient prophylactic agent against many forms of sepsis, 
provided it is administered before symptoms have developed. The 
Fowler position is also of use if employed from the first in suspected 
cases, and Mr. Moynihan’s enthusiastic advocacy of continuous 
rectal irrigation on the appearance of the earliest symptoms of ab- 
dominal sepsis, has in all likelihood placed in our hands another 
valuable therapeutic agent. 

It would be easy for me still further to enumerate many material 
improvements of comparatively recent date taken from my own 
‘Xperience in respect to both diagnosis and treatment. It has 

sen my intention to deal with only a few of them, and no attempt 
.as been made to exhaust the subject. Enough if I have shown that 
gynecology, so far from standing still, is advancing at a pace quite 


equal to that at which it has progressed throughout any period of 
its existence. 


Hyperesthesia in Gynecology 


REVIEW OF CURRENT LITERATURE. 


Hyperesthesia of the Skin, its Significance in Gynzcology. 

ALSBERG (Deutsche m. Wchnschr., 1907, No. 45) reports : Recognizing the value of 
Head’s system of diagnosing visceral affections from the hyperesthesia of corre- 
sponding skin areas, Alsberg has examined 200 cases of women suffering from 
various forms of pelvic conditions, by testing the sensibility of the skin by the usual 
methods employed, such as pin prick, pencil, pen-knife or pinching. 

Areas of hpyeresthesia were found in only 17 cases, or a percentage of 8°5. 
The affected areas were all subumbilical, and unilateral except in one instance. 
Of these only seven could be considered as definitely of value, as in the remaining 
cases marked hysteria was present. 

The results gained seem to have been unsatisfactory, and Alsberg concludes that 
Head’s zones are of little value as a diagnostic sign. E. 8. CaRMICHAEL. 


The Shape of the Labia Minora during Menstrual Life. 

F, JayLe (Revue de Gynécol. et de Chirurg. Abd., May-June, 1907), bases this 
paper on the examination of 500 women, and it is illustrated by 31 photographs and 
drawings of the vulva. The following conclusions are arrived at :—(1) The labia 
minora, in most cases, project between the labia majora. (2) The preputium clitoridis 
is not, anatomically, an offshoot of the labia minora. (8) The labia minora may 
enclose only the anterior part of the vaginal orifice or may surround it completely. 
(4) There may be a paranymphal fold between the labia majora and minora. (5) 
Separate commissural folds may exist at the posterior part of the vaginal orifice. 
(6) The fourchette may be formed by the posterior commissure of the labia minora, 
by a prolongation of the paranymphal folds, or by a separate commissural fold. 

G. F. Darwatt SMITH. 


The Development of the Urethra, Vagina, and Hymen. 

Ep. Retrerer (ierue de Gynécol. et de Chirurg. Abd., May-June, 1907), pre- 
sents 15 years’ work on the embryos and foetus of numerous mammals studied by 
means of serial sections. 

The vagina is not formed from the lower ends of the Miillerian ducts, but from 
the urogenital sinus, which is divided, by ingrowths from its lateral walls, into an 
anterior tube, which becomes the lower part of the urethra and a posterior tube which 
becomes the vagina. The upper part of the urethra is formed from the pedicle of 
anterior tube, which becomes the lower part of the urethra, and a posterior tube which 
in these the urethra opens inferiorly into the upper part of the vagina; in these too, 
the above-mentioned lateral ingrowths of the walls of the urogenital sinus do not 
take place. The hymen is developed from two folds of the posterolateral walls of 
the urogenital sinus and is vestibular, not vaginal, in origin. 

G. F. Darwati Smita. 


Enuresis due to Phimosis in the Female. 

Cuartes E. McGuirk (Surgery, Gynecology and Obstetrics, November 1907), after 
discussing the physiology of micturition, describes phimosis in the female. The term 
is not a new one, as in 1888 Bleim published a paper in the Medical Era entitled 
“Phimosis in the Female.” In a female child the prepuce should, from the first, be 
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easily pushed up off the glans, but in some cases it is adherent. The entire prepuce 
may be bound down to the clitoris, or there may be only slight adhesions, but even 
slight adhesions may exert as evil an influence as complete phimosis, and lead not 
only to enuresis, but to nymphomania, hysteria, masturbation, chorea, pruritus and 
vaginitis ; moreover, brain storms and numerous other conditions may supervene. 

In a review of 28 text-books on gynecology, McGirk has not been able to find any 
reference to an adherent prepuce of the clitoris as a cause of enuresis. Herman states 
that incontinence is due to instability of the spinal centres which control micturition, 
and is a nervous disease and not one depending on any condition of the urinary 
apparatus. In about 80 per cent. of the reported cases of enuresis the condition is 
attributed to incomplete development of the sphincter muscle, too weak urethral 
resistance, or too strong vesical expulsive force, but McGirk is convinced that many 
of the cases were really due to phimosis. In all cases a careful examination of the 
clitoris should be made regardless of the age of the patient. 

The best method to adopt is to place the first and second fingers of the left hand 
on each side of the prepuce and draw it upwards, and at the same time make pres- 
sure against the symphysis. If there are no adhesions this will cause the glans to 
protrude. If adhesions are present they can easily be detected. 

Notes of several cases are given. Some of the patients were married women who 
had borne children, and the remainder were children of about 4 years of age. The 
last two cases were mother and daughter. The mother had borne 5 children, and was 
32 years of age. She had always had a weak bladder. She suffered from a double 
pyosalpinx, chronic appendicitis, and an adherent clitoris. The tubes and appendix 
were removed and a circumcision done. The child was circumcised, but her appendix 
was not removed. They were both cured of enuresis. A series of operations was 
done on all the other adult cases. In that of Mrs. J., aged 22, mother of 3 children, 
McGirk “repaired the perineum and a cystocele and did an appendectomy.” Three 
weeks later this patient returned complaining of incontinence. The adhesions of the 
prepuce were freed under cocaine and the enuresis was cured. The children of this 
patient were not troubled with enuresis. 

Mrs. F., aged 23, mother of one child, underwent a double salpingo-odphorectomy, 
appendectomy and Gilliam’s operation. She had been troubled with incontinence for 
years. All her symptoms were relieved by the operations except the incontinence, 
which, however, was relieved by circumcision. 

Mrs. S., aged 34 years, mother of one of the children circumcised, after undergoing 
double pyosalpingo-odphorectomy, ventral suspension, appendectomy and circumcision, 
was completely cured of enuresis. 

In the operation for circumcision the prepuce is first freed from adhesions, and to 
do this it may be necessary to split it in the median line. An incision in the shape 
of a horse-shoe is then made through the skin along the margin of one of the labia 
minora, crossing over the glans and down the opposite side. The prepuce is now 
grasped with forceps and cut away with scissors. About */,, of an inch of prepucial 
mucous membrane is left, and the denuded surface, which is about 4 of an inch 
wide, is brought together with catgut sutures. Rosert JARDINE. 


Kraurosis and Malignant Disease. 

Joun Epcar (Glasgow Med. Journ., p. 481), gives as the chief symptom of krau- 
rosis intolerable itching and burning of the external genitals, with dyspareunia and a 
feeling of tightness. The most striking signs, on examination, are atrophy and 
leucoderma of the parts. He quotes Jayle (Rev. Gyn. Chir. Abdom., 1906, Juillet- 
Aout) as describing the following forms of the disease: (1) Leucodermic or white 
kraurosis of Breisky. (2) Inflammatory or red kraurosis (a) vascular, such as the 
case described by Lawson Tait, or (6) follicular in which the glandular follicles at 
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the entrance of the vagina are inflamed. (8) A senile form, with partial or complete 
disappearance of the nymphe, and absence of nerves and glands. (4) A post-operative 
form occurring after double odphorectomy. Detailed reports are given of four cases 
of Breisky’s leucodermic kraurosis, three of which presented undoubted epithelioma 
developed about two or three years after the onset of the kraurosis: the other case 
shows that kraurosis may be present for five years without the supervention of 
malignant disease. Edgar holds that in view of the liability to malignant degenera- 
tions, all cases of the leucodermic variety of kraurosis vulve should be treated by 
early and wide excision of the affected tissues. The full pathological reports will 
well repay the study of the original paper. 


Primary Epithelioma of the Vagina. 

A. TRAPENARD (7'hése de Paris, 1907), points out that this rare affection occurs 
most frequently between the ages of 30 and 50 years, and that neither heredity nor 
pregnancy appears to be a definite factor in its development. Neither congenital 
anomalies, irritation, nor parasites have been shown to influence its origin. 

Two kinds of vaginal epithelioma are met with: the tubular and the cylindrical, 
and histologically it may be papillary (cauliflower) or infiltrating. Its evolution is 
rapid and its extension, both superficial and deep, is through the lymphatics. It is 
prone to recur and with fatal effect. Should conception occur, the pregnancy and 
labour accelerate the death of the mother, though the child is generally saved. 


The Operative Treatment of Primary Cancer of the Vagina. 

P. HiMMELFARB (/?evue de Gynécol. et de Chirurg. Abd., July-August 1907), says 
primary cancer of the vagina is rare. According to the statistics of various authors 
it forms from 2 to 3 per cent. of all primary cancers of the female genital tract, and 
according to A. Williams 0°43 per cent. of all primary cancers in women. There are 
two clinical varieties: (1) the diffuse infiltrating form, and (2) the circumscribed 
form, which appears sometimes as a cauliflower excrescence and sometimes as a 
nodule, which later becomes a crateriform ulcer. In the latter form only does opera- 
tion hold out any hope of a lasting cure. Of the circumscribed cases 60 per cent. 
occur on the posterior vaginal wall, and the results of operation are very bad, for 
the growth is very malignant and very rapid, and under the microscope cancer cells 
are found lying beneath unaltered mucous membrane at a great distance from the 
macroscopic focus of the growth. The vagina is copiously supplied with lymphatics, 
connected above with the lymphatics of the cervix and below with those of the vulva, 
and also in intimate connexion with the lymphatics of the rectum, but quite distinct 
from those of the bladder. Hence invasion of the rectovaginal septum occurs early. 
Even total extirpation of the vagina is usually followed by recurrence. Himmelfarb 
advises total extirpation of vagina, uterus, and rectum. He describes a case upon 
which more than 3 years ago he operated in this way, and which is as yet free from 
recurrence. The operation he performed was a combination of Wertheim’s colpo- 
hysterectomy with Quénu’s method of extirpating the rectum as far as the middle of 
the sigmoid flexure. -In this case he made an artificial anus in the left iliac fossa, 
but he suggests that it might be better to leave the anus and to fix the upper end of 
the divided sigmoid to that. He considered this alternative before operating, but 
rejected it in order to avoid the possible risk of infecting the large raw area left in 
the pelvis, a risk which would arise, if the sutures between the sigmoid and anus 
gave way. G. F. Darwatt SMITH. 


The treatment of Dysmenorrheea by Artificial Congestion. 
Potano (Miinchener m. Wcehnschr., 1907, No. 47) has previously recommended 
Bier’s treatment applied to the breast in certain cases of dysmenorrhea (Miinchener 
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m. Wehnschr., 1907, No. 35). Freund disputes the idea of an antagonism between 
the ovaries and mamme, but believes that the two glands act in co-ordination. He 
agrees with Polano that passive congestion applied to the breasts delays and diminishes 
the menstrual flow. Polano cites several instances showing that there is apparently 
tf antagonism between the two organs. 

The article is an answer to that of Freund’s in Miinchener m. Wchnschr.. 1907, 
No, 43. 















E. S. CarMIcHAEL. 





‘ The Relation of the so-called Papillary Uterine Glands to the 
: different phases of Menstruation. 
Hi HartsE, Elberfeld (Monats. f. Geburts. u. Gyndkol., Bd. xxvi, Ht. 1), says: 
4 Even when pregnancy can be altogether excluded, the so-called papillary glands of 
Opitz are not infrequently observed, and must be considered to be physiological 
modifications in the uterine mucosa. Hartje has found such glands in 3°7 per cent. 
of curetted specimens. The glands represent premenstrual changes, but are to be 
found in the mucosa during menstruation also. Preliminary forms, with shorter 
papille, are still more commonly found in the stage of regeneration of the mucosa. 
Opitz’s papillary gland is indeed no more than an extremely differentiated final 
element in a chain of glandular forms, of which the perfectly simple tubular gland is 
the first. One is not justified in assuming hypertrophy or hyperplasia of the uterine 
mucosa merely upon the basis of greatly dilated and tortuous glands, and it is always 
indispensable, in forming any opinion upon its histological condition, to know the 
time at which the mucosa was removed from the uterus, in relation to the menstrual 
period. 




















Metritis, true and false. 





C. Dante, (Der Frauenarzt, October 1907, p. 454), from extensive researches into 
the nature of metritis, draws the following conclusions: In metritis, formerly con- 
sidered one individual disease, with our present knowledge three several affections 
must be distinguished : (1) true metritis, inflammation of the uterus due to microbic 
infection; (2) pseudo-metritis due to dystrophic changes of an aseptic nature; and (3) 
genital troubles without anatomical changes, which one may call false uterine diseases. 

True metritis, in most instances, originates from an ascending infection from some 
external source. The two chief causes of such infection are blenorrhcea and puer- 
peral sepsis. The inflammation, when due to gonococci, is generally limited to the 
vollum, while puerperal infection chiefly affects the corpus uteri, though, at a later 
stage, it may attack the neck and may persist there long after the inflammation of 
the body of the womb has been cured. 

Under the name of pseudo-metritis may be included various disturbances in the 
nutrition of the uterus of a non-infectious nature, as for example, uterine congestion 
and hyperplasia, post-puerperal subinvolution, the troubles of the menopause, dys- 
menorrhcea membranacea and others. 



















In the course of metritis, true or false, common symptoms, pains, hemorrhages 
and mucous discharge, may present themselves, and render an exact diagnosis 
extremely difficult. 

In respect to differential diagnosis, it must be remembered that true metritis, 
which is a true inflammation, manifests all the symptoms, such as fever and purulent 
discharge, that are usually characteristic of inflammation; it persists, and has a 
tendency to extend to other parts of the genital apparatus. Pseudo-metritis, on the 
other hand, runs an insidious course, it is unaccompanied by fever, it remains 
localized, and its duration is by no means so long. In regard to pathological anatomy, 
in true metritis, one invariably finds signs of past acute inflammation with well- 
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marked leucocytic infiltration, while pseudo-metritis reveals itself by hyperplasia only. 
Finally, in doubtful cases the diagnosis may be confirmed by the etiology. 

False uterine diseases are mostly found in women in whom some other kind of 
morbid trouble has evoked symptoms apparently uterine, or which simulate a uterine 
disease. 

It should be insisted on that the treatment of true inflammatory metritis must be 
chiefly local. Symptomatic and general treatment are frequently all that is required 
by pseudo-metritis. The false uterine diseases are not within the purview of medical 
gynecology, they demand for the most part symptomatic treatment. 


Internal Hemorrhages after Bilateral Castration. 


F¥. BacHELLERIE (7’hése de Bordeaux, 1907), points out that the uterine hemor- 
rhages, after the removal of both ovaries, do not resemble the catamenia in their 
amount, periodicity, or duration. When the losses are regular it must be supposed 
that sufficient ovarian tissue has been left behind to cause menstruation or such 
ovarian regeneration as can lead to menstrual phenomena. 

In most cases the hemorrhages are due to the lesions of pelvic cellulitis reacting 
upon a morbid condition of the adnexa and surrounding tissues. The acute exacer- 
bations of such cellulitis, by reflex action, cause congestion of the uterus and a flow 
of blood which begins and ends with the inflammation. Habit must be accepted as a 
factor. The approach of the period of former menstruation may dispose to uterine 
congestion and so to the exudation of blood. 

Hemorrhage after bilateral removal of the adnexa, demands a complete and 
detailed examination of the pelvic cavity in order to determine the proper treatment 
of the inflammatory lesions. Practically, the possible supervention of such hemor- 
rhages is a reason for removing the uterus whenever both adnexa have to be re- 
moved, and such removal is (or need be) neither difficult nor dangerous. The removal 
of the uterus will often facilitate the removal of the adnexa from below upwards, and 
lead to better conditions for convalescence. 


The Correlation of the Ovarian and Uterine Functions. 


E. S. Carmicwagt and F. A. H. Marsnaty (Brit. Med. Journ., 1907, vol. ii, 
p. 1572), having removed the ovaries of five full-grown and of two immature rabbits 
and, several months later, killed and carefully examined the animals, conclude that 
(1) The removal of the ovaries in young animals prevents the development of the 
uterus and Fallopian tubes which remain in an infantile condition. The subsequent 
growth and general nutrition of the animals are unaffected. (2) In adult animals the 
removal of the ovaries leads to fibrous degeneration of the uterus and Fallopian 
tubes (most marked in the mucosa). The subsequent health and nutrition of the 
animals remain good. These results, they consider, support the evidence obtained 
clinically in the human subject after operation. Similarly in five other subjects the 
uterus was removed, and the experimenters found that (1) the removal of the 
uterus in a young animal has no influence in preventing the further development of 
the ovaries, which, after adult life has been reached, are capable of ovulating and 
forming corpora lutea, and (2) in adult animals removal of the uterus does not give 
rise to any degenerative change in the ovaries if the vascular connexions of the 
latter remain intact. The experimenters consider that these observations do not 
support the contention of those surgeons who advocate subtotal hysterectomy, in the 
belief that the functional activity of the ovaries is in some way dependent on the 


presence of the uterus. Frank E. Taytor. 
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The Treatment of Inoperable Genital Prolapse. 

Stotz, Graz (Monats. f. Geburts. u. Gyndkol., Bd. xxv, Ht. 6), distinguishes two 
forms of genital prolapse: (1) that in which the levator ani and its accessory muscles 
are functionally intact, and (2) that in which these muscles are absolutely or almost 
absolutely slack. In cases of the first kind, ring or ball pessaries may be used, which, 
supported broadly on the pelvic diaphragm, act chiefly by their size; in those of the 
second, pessaries must be chosen the action of which depends on their shape, and 
which depend on limited portions of the diaphragm for their support, that is to say, 
stem-pessaries. In such instruments the local pressure of the limb or point in the 
vagina is a disadvantage which Stolz believes is not attached to one he has had made 
in shape like one of Braun’s rings, slightly bent and furnished with a semicircular 
arch of the same thickness and diameter as the pessary, instead of a stem. This 
pessary is made in one piece, of hollow vulcanized rubber, and thus is unlikely to 
cause pressure necrosis or retention of secretions. For cleansing the vagina Stolz 


recommends the use of lysol, peroxide of hydrogen, or alcohol, which cause no 
deposit. 


Metastastic Carcinoma of the Tube and Ovary in Cancer of the 
Cervix. 

Frep J. Taussia (Surgery, Gynecology and Obstetrics, November 1907), gives 
the results of the post mortem examination of a patient, 42 years of age, who died 
in the St. Louis Cancer and Skin Hospital, from cancer of the cervix, which had 
developed during her last pregnancy two years before. 

The parietal and visceral peritoneum was smooth and shining, and there were no 
adhesions except a few bands running from both adnexa to the posterior cul-de-sac. 
There was no carcinoma in any of the abdominal organs and no ascites. The cancer 
had formed a large crater in the cervix and had spread to both vaginal walls, the 
bladder and the rectum. There was no evidence of any extension upwards beyond 
the cervix, but upon examining the left ovary carefully a hard nodule, the size of a 
pea, was found elevated above the surface. An adhesive band ran from the edge of 
the nodule to the cul-de-sac. A similar, but more slender adhesive band, ran from 
the cul-de-sac to the right ovary, and just above the point of its attachment to the 
ovary there was a second minute nodule the size of a pinhead. The left tube was 
normal and non-adherent, but the right one was thickened, and adhesions ran from 
it to the cul-de-sac. The fimbriated end was closed. A section through the thickened 
abdominal end of this tube showed an indurated nodule as large as a hazelnut, ex- 
tending through the entire wall from the serosa to the mucosa. The cancer had 
extended directly beneath the peritoneum of the cul-de-sac, and it was to this point 
that the adhesions were attached. 

The cervical cancer was of the squamous-celled variety, and the nodules in the 
ovaries and tubes were of the same variety, and were considered to be metastases. 

The adhesive band in the left side was examined in serial sections. It was entirely 
free from cancer, but contained a plentiful supply of lymph and _ blood-vessels. 
Apparently, therefore, metastasis had taken place by way of the lymph vessels, and 
not extension by direct growth of the tumour. 

The mucosa of the uterine body showed a diffuse but superficial squamous-celled 
carcinoma. All trace of the original endometrium was gone. The superficial site of 
the cancerous metastases in the tube and ovary shows that there was no relationship 
between them and the conditions in the fundus. They were secondary to the cancer 
of the cervix. 

Invasion of the tube and ovary by direct continuity is not rare. The cancer may 
spread through the broad ligament to the tube or of the ovary, or through the 
muscular wall of the tube, or it may extend throughout the peritoneal cavity, causing 
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multiple nodules to form on the pelvic organs, intestines or other viscera. Cases like 
the one described by Taussig are rare. In 1891 Littauer found that only 14 cases of 
metastases in the ovaries had been recorded. Twelve of these were instances of 
carcinoma of the body of the uterus and only two of carcinoma of the cervix. 
Taussig has only been able to find a few additional cases. 

Reports of cases of metastases in the tubes are also very rare. In 80 cases of 
cervical cancer, operated on in Wertheimer’s clinic, Kundrat was not able to find a 
single metastasis in either tube. On the other hand metastases in the tubes in 
operable cases of carcinoma of the body of the uterus are not by any means so rare; 
in 20 such cases Kundrat found small nodules in the tubes in two. Metastases in the 
ovaries of cancer of the corpus uteri also are not infrequent. Taussig has found the 
zecords of 39 cases in which nodules occurred in either ovary or tube subsequent to 
carcinoma of the body of the uterus. 

Concerning the spread of cancer along adhesions, it is quite common for this to 
occur by direct continuity, but it is rare to find a cancer spread from one organ to 
another by means of the lymph vessels in the connecting adhesion. In old adhesions 
this would not be likely to occur, but in the newly-formed ones the lymph supply is 
ample to convey the carcinomatous particles from one point to another. 

In operable cases of cancer of the cervix the risk of metastases in the ovary is so 
slight that one of the ovaries may be left behind if the patient is not near the 
menopause, but in cases of cancer of the body of the uterus the risk of metastases 
having occurred is considerable; it would therefore seem logical to advise removal of 
both tubes and ovaries in every case. Rost. JARDINE. 


The Treatment of Inoperable Cancer with Acetone. 

GeELLHORN (Miinchener m. Wchnschr., 1907, No. 41, S. 2066) points out that 
when cancer is inoperable there is little to be done with the means hitherto at our 
disposal, even including the Rontgen rays. The use of the curette, followed by that 
of the cautery, and the application of zinc chloride, have given the most favourable 
results, but the hemorrhage and ichor frequently return within a short time, and we 
are then almost powerless to deal with them. The patients, especially in hospital, 
are unbearable to those about them. The use of acetone, however, has a very bene- 
ficial influence on the ichor, as it hardens the tissues. It is employed in the following 
way : after thorough curettage in narcosis, and drying the raw surface, one or two 
tablespoonsful are poured into the vagina, and the patient’s pelvis is kept raised for 
15 or 30 minutes; from the fifth day afterwards the pouring in of the acetone is 
repeated generally two or three times a week. The results are arrest of hemorrhage 
and cessation of the discharge, the walls of the cancerous crater become smooth and 
firm, and the general condition of the patient improves. There does not appear to 
be any absorption of the acetone 

ScHURLICH recommends swabbing the crater with arsenious acid without use of 
the curette, and the internal administration of arsenic. 

ConraD reports good results obtained with the curette and cautery. The applica- 
tion of zinc chloride (50 per cent.) followed by plugging with pyoktannin (methyl 
violet) gauze also has proved beneficial. 


The Operative Unification of a Double Uterus. 

SrrassMann, Berlin (Zentralb. #. Gyndkol., 1907, No. 48, S. 1322), reports the 
progress of a case, a woman 35 years of age, with a double uterus and double vagina, 
on whom he operated in 1903, dividing both septa. In 1904 she was easily delivered 
of a living child without any complication. In the same year he saw another, and 
then three more patients with double uteri. A distinction, he says, must be drawn 
between cases in which the double uterine cavities are enclosed in a muscular uterus 
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externally apparently singular, and those in which each cavity has its own separate 
muscular envelope. In the former (uterus bilocularis), the removal of the septum is 
all that is necessary. In the latter (uterus bifidus), a plastic operation is required to 
unite the parts. This plastic operation, of which he gives the details, he performed 
successfully on a woman of 27 years of age; she had not since conceived, but he did 
not consider that the danger of rupture of the cicatrix, and of the necessary suture in 
such a case, would be greater than after a Cesarean section. 


A Complicated Case of Uterus Bicornis. 


G. P. Mitts (Brit. Med. Journ., 1907, vol. ii, p. 1582), states: A girl, aged 16, 
was admitted into hospital as an emergency case with acute abdominal pain, thought 
to be due to appendicitis. Examination revealed an oval swelling about the size of a 
hen’s egg in the right iliac fossa, and a tense fluid pelvic tumour of the size of a 
cocoanut, the tumours being continuous. The hymen was intact, but perforate, and 
a large mass could be seen bulging down into the vagina. A diagnosis of unilateral 
hematometra with right hematosalpinx was made. Laparotomy proved the swelling 
to be a right hematometra in a uterus bicornis duplex, but there was no hemato- 
salpinx. Owing to distortion of the parts by the tumour, removal of the distended 
horn only was found to be impossible, the whole double uterus was therefore re- 
moved. There was an uneventful recovery. Frank E. Taytor. 


Hysterectomy and Appendicectomy performed on a patient aged 
74: Recovery. 

J. D. Matcotm (Brit. Med. Journ., 1907, vol. ii, p. 1571), says: An exploratory 
celiotomy was performed on a woman aged 74, who had suffered for five or six 
years from increasing abdominal distensicn and constipation due to a tumour con- 
tinuous with the uterus and apparently within the right broad ligament. Hysterec- 
tomy was performed, some adherent coils of small intestines being detached from the 
tumour. The vermiform appendix had been completely hidden by these adherent 
intestines; and within it, close to its junction with the cecum there was a black 
concretion */,,in. in diameter. The appendix was therefore removed. Recovery 
ensued. The tumour was a soft vascular fibromyoma, 5in. in diameter, with very 
little sign of degeneration, and with no indication of sarcomatous change 

Frank E. Taytor. 


Chronic Intestinal Obstruction due to adhesion of a Uterine 
Fibroid to the Mesentery. 

Doran (Lancet, 1907, vol. i, p. 1309) states: A woman of 50, with a lobulated 
uterine fibroid tumour and a small empty umbilical sac, suffered for a year from 
recurrent attacks of intestinal obstruction, the source of which could not be deter- 
mined. When abdominal hysterectomy was performed it was found that the right 
lobe of the tumour was quite separate from the left, and that its uppermost part, 
posteriorly, was adherent for about four inches to the mesentery close to the 
intestine. That portion of intestine was in no way obstructed, but several coils were 
distinctly incarcerated under the arch formed by the adhesion. There was no other 
adhesion. The paper also contains a brief discussion of adhesions complicating uterine 
fibroids and their relation to intestinal obstruction. J.S.F. 


Uterine Myoma as an obstacle to Childbirth. 

v. Ferpsenc (I.D., Berlin, 1907, Miinchener m. Wehnschr., 1907, No. 45, S. 2255), 
writing from Bumm’s klinik, concludes his thesis as follows: (1) The prognosis of 
labour complicated by myoma, is far less unfavourable for both the mother and the 





Epithelioma with Myoma 49 


child than used to be supposed. Even in the puerperium the dangers are almost 
insignificant if, during all the stages of labour, all the laws of antisepsis and asepsis 
have been strictly observed. (2) In cases in which surgical interference appears neces- 
sary during parturition, the prognosis for the mother is not less favourable than in 
surgical interference during pregnancy. (3) When pregnancy is complicated by 
myoma, provided no threatening symptoms occur, quiet and expectant observation is, 
as always in midwifery, in the interests of the patient, better than hasty operative 
interference, but in respect of the possible occurrence of threatening symptoms, the 
patients must be kept under constant medical observation. By such “armed 
expectancy,” the life of the child may, in the majority of cases, be saved. (4) Opera- 
tive interference should not be undertaken in pregnancy on prophylactic grounds to 
guard against the prospective dangers of labour and childbed. Such interference is 
only justifiable in the presence of a vital indication, or when the symptoms are at 
least such as to demand immediate relief. 


Epithelioma of the Cervia with Myoma of the Corpus Uteri, and 
Salpingitis ; treated by Vaginal Hysterectomy. 
E. Burtanno (Archiv. Ital. di Ginecol., Anno x, No. 8), describes the operation 


and the specimen removed. The uterine mucosa was found to be in a condition of 
endometritis fungosa. E.H.L.O. 


The Effect of Hysterectomy upon the Germinal Glands. 


Hvco Sevtwem (Zentralb. f. Gyndkol., 1907. No. 24).—In 1827, Yarrell main- 
tained that in the hen pheasant the operation which corresponds to extirpation of the 
uterus in woman had the same effect as castration; that the ovary shrivelled, and the 
whole organism changed—comb, hackles, spurs, plumage, bones and voice,—so that 
the hen came to be like a cock. Bland-Sutton and others more recently supported 
this thesis, but Sellheim, by experiments, has found that these observations are in- 
correct. The ovaries, though they became smaller at first, afterwards underwent the 
same changes as in the control animals which had not been operated upon. The re- 
moval of the egg-chamber does not injure the hen in regard to the functional activity 
of the ovary. Sellheim therefore insists upon circumspection in explaining phenomena 
supervening upon extirpation of the uterus as omission-symptoms. 


Prolapse of the Ovary and its Treatment. 

J. J. Warp (Journ. Amer. Med. Assoc., 1907, vol. xlix, p. 1507), states: Prolapse 
o: the ovary is a subject which has given rise to much discussion, and upon which 
opinions diverge widely. In many cases the ovary, though prolapsed, gives rise to no 
symptoms whatever; in others, prolapse of the ovary is associated with neurasthenia, 
and, finally, in some other cases, the prolapsed ovary gives rise to definite symptoms. 
Dyspareunia and pain on defecation are often associated with the condition. In a 
certain number of cases retroversion of the uterus is the primary cause of the pro- 
lapse of the ovary, and some of these cases can be cured by replacement of the uterus. 
There is, however, a distinct group in which the utero-ovarian suspensory ligament 
is at fault, and nothing short of an operation can cure these patients. Ward advocates 
the following operation. A button-hole is made through the broad ligament, near the 
cornu of the uterus, and in the interval between the Fallopian tube and the round 
ligament. Through this button-hole the ovary is slipped so that it now lies on the 
anterior—in the erect posture on the inferior—surface of the broad ligament. Care 
is taken to avoid any suspicion of strangulation of the vessels at the hilum, and the 
ovary is retained in place by a couple of stitches. The published results of this 
operation appear excellent. C. NEPEAN LONGRIDGE. 


4 
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Ovarian Tumour in the Inguinal Canal. 

T. H. Carstens (Journ. Amer. Med. Assoc., 1907, vol. xlix, p. 1513), records : 
A patient, aged 22, had noticed 10 years previously a tumour in the left groin which, 
for a time, slowly increased in size and then remained stationary. Menstruation was 
regular, but was accompanied by some pain in the tumour which, latterly, had been 
getting worse. A fluctuating swelling was found in the inguinal canal, and was 
diagnosed as a hydrocele of the canal of Nuck. On trying to peel out the cyst, it 
ruptured, and the ovary and Fallopian tube were found adherent to its wall. The 
tube was fixed at the internal ring, no communication existing between the abdominal 
cavity and the sac. 

The second case recorded is that of a multipara, aged 39, who for many years 
had worn a truss for a right inguinal hernia. About the time of her menopause, her 
abdomen began to enlarge considerably, and, on examination, a cystic swelling was 
discovered on the right side. Operation was advised. The tumour was found lying 
immediately beneath the outer sheath of the rectus. On tapping, six pounds of fluid 
were removed from the cyst: the sac was then pulled out and the pedicle, which 
consisted of tube, broad ligament, and the remnants of the ovary, was found coming 
through an opening high up near the anterior superior spine. On pulling on the 
pedicle the uterus could be felt by a finger inserted through the opening. The 
pedicle was tied and the canal closed in the ordinary way. A brief review of the 
literature of hernia of the ovary is given; there appears to have been no previous 
record of a large cystic ovarian tumour in the inguinal canal. 

C. Nepean LONGRIDGE. 


Ovarium Gyratum. 

Apter, Vienna (Monats. f. Geburts. u. Gyndkol., Bd. xxvi, Ht. 1) reports two 
cases of the very rare ovarian changes first described by Abel as ovarium gyratum. 
The convolutions on the surface of the ovary resemble those on that of the brain; 
they are due to a prolific and uniform growth of the cortical stroma towards the 
surface. Microscopically the increase in the cortical stroma is evident, as well as 
atrophy of the follicles and signs of chronic inflammation. Another case is described, 
of totally different origin, an adenofibroma intracaniculare, in which the appearances 
were similar. A proliferation of the connective tissue stroma, and of the germinal 
epithelium, confined to the inner parts of the ovary, and leading to the crowding 
down of the follicular system, distinguishes this form of adenoma, a true tumour, 
from the ovarium gyratum. 


Bilateral Fibrocystoma in otherwise normal Ovaries. 

Pevxert, Halle (Monats. f. Geburts. u. Gyndkol., Bd. xxvi, Ht. 1), reports a 
case of much interest owing to bilateral formation of fibroma and cystoma, both of 
congenital origin. Attached to the left ovary there was a pedicled fibroma as large 
as two fists, with a cyst quite as large; a similar formation, of smaller size, was 
found on the right side, a trunk-shaped appendage with a hard, fibrous pedicle, and 
a cystic apex. Both the fibromata sprang from the middle of the lower surface of 
otherwise normal ovaries. 


Dermoid Cysts in Pregnancy. 

J. Levi (Archiv. Ital. di Ginecol., Anno x, vol. ii, No. 8), describes two cases, 
and discusses the risks and the method of treatment recommended by various authori- 
ties, but most of the references are old. In one case, ovariotomy was performed 
3 months before labour; in the other, Cesarean section, along with the ovariotomy, 
at term. E. H. L. 0. 
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A Case of Tubal Abortion. 


FitzGERaLp (Lancet, 1907, vol. ii, p. 145), says this case is recorded on account of 
the difficulty in coming to a satisfactory diagnosis, the conditions discovered at 
operation, and the unusual bowel complications afterwards. The diagnosis 
having been made by means of an opening through the posterior fornix, abdominal 
section was performed and the right tube, distended by a mole the size of a tangerine 
orange, showing on section the usual amniotic sac, was removed, together with 
blood-clot contained in a hematocele sac. The pregnant tube was torn away during 
removal, and there was some difficulty in controlling the bleeding, and the condition 
of the patient being serious, all attempts at ligaturing were abandoned and the 
cavities were packed with gauze. The removal of the plugs on the following day was 
followed by a rush of dark-coloured blood which, however, ceased after a time, and 
the patient, though she was in an extremely grave condition, ultimately recovered. 
Convalescence was rendered tedious by the cavities becoming infected from the bowel 
and the infection travelling up the lower end of the wound and causing the muscle 
sheath to slough. A further complication was caused by the atonic condition of the 
lower bowel, and the accumulation in it of fecal masses, necessitating on several 
occasions manual removal. This complication was finally overcome by applying the 
battery with one pole within the rectum and the other over the abdomen. J.S. F. 


A Case of Tubal Abortion. 


F. A. Nyutasy (Brit. Med. Journ., 1907, vol. ii, p. 1570), reports: A primipara, 
aged 32, missed one menstrual period, and during the next fourteen days had four 
attacks of hemorrhage. The right tube was enlarged and tender, and a diagnosis of 
extra-uterine pregnancy was made, and it was determined to operate on the following 
day. During the night internal hemorrhage occurred, accompanied by severe pain 
and much collapse. Next day the patient complained of much pain over the right 
iliac fossa, and there was peritoneal distension and a temperature of 101°F. The 
abdomen, when opened, was found to be full of blood, clots being removed in fistfuls. 
The right tube, which was surrounded by a large mass of clot, was rapidly removed. 
It was quite empty, having completely extruded its contents through the fimbriated 
end. Recovery was uneventful. Frank E. Taytor. 


Abdominal Pregnancy. 


T. C. Murpny (Journ. Amer. Med. Assoc., 1907, vol. xlix, p. 943), reports: A 
healthy woman, aged 28, developed the usual signs of pregnancy after three years of 
married life. At full time, pains simulating those of normal labour occurred, followed 
by a blood-stained vaginal discharge. The foetal movements, which had previously 
been active, ceased, and the general health of the patient deteriorated. About a 
month afterwards, three physicians in consultation decided that the patient was 
suffering from abdominal dropsy. When seen by Murphy, about a week later, the 
abdomen was enormously distended, and the pulse and temperature were high. The 
uterus was empty and about four inches long. A large mass could be felt on the left 
side of the abdomen. At the operation a large quantity of stinking amniotic fluid 
was let out, and a macerated nine-pound child delivered. The placenta was attached 
to the abdominal wall and apparently to the under surface of the liver. The uterus, 
tubes and ovaries, could be felt outside the sac, but did not participate in its forma- 
tion. No attempt was made to remove the placenta, which was extracted a fortnight 
afterwards without hemorrhage. The sac then closed rapidly. Unfortunately, three 
weeks after removal of the placenta, acute intestinal obstruction supervened, and 
proved fatal in spite of the efforts which were made to relieve it by opening the 


colon. C. NepgEAN LONGRIDGE. 
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Deferred Operation for Ruptured Ectopic Gestation. 

F. F. Simpson (Surgery, Gynecology and Obstetrics, November 1907), gives 
quotations from the writings of Hirst, Penrose, Ashton and Fowler, in all of which 
immediate operative interference is strongly urged, no matter how collapsed the 
patient may be. He considers that such unqualified expressions of opinion by 
teachers of wide influence is most unfortunate; in the first place, because such 
opinions are acted upon by many men who have had little experience in operative 
work, and secondly, because actual facts do not warrant such conclusions. If a 
woman with a ruptured ectopic gestation is sure to bleed to death, then an operation 
is called for at once, but Simpson maintains that only a small percentage of ruptured 
ectopic gestations end in this way. That has been his experience, and he shows that 
it has also been the experience of others. 

He quotes from many eminent authorities to show that primary hemorrhage from 
the stomach, intestines, lungs or uterus may be severe, but rarely proves fatal, and 
he maintains that the same holds good when the hemorrhage is from a ruptured 
ectopic gestation. He considers that operation should be at an elective period and 
under favourable conditions. The elective periods are before rupture, or if rupture 
has occurred, within as short a time as the most favourable conditions, demanded for 
other elective operations, can be had. The time may be at once where there is little 
depression, or at any time within several weeks if there has been great collapse. 

A number of cases are given to illustrate the author’s contention. The expectant 
treatment he adopts is absolute rest in one position without any voluntary movements, 
and avoidance of examination. He gives small doses of morphia to ensure rest, and 
gradually increases the fluid in the blood-vessels by repeated injections of normal 
saline solution into a vein. Small doses of adrenalin chloride are given with the 
injections, and strychnine, camphor and digitalis are administered. Rost. JARDINE. 


A Study of Twin Pregnancy, with Heterotopic Positions of the 
Fruits of Conception, one Ovum being in the Cavity of the 
Uterus and the other outside it. 

v. NEUGEBAUER, Warsaw, states : Simultaneous heterotopic pregnancy occurs more 
frequently than is suspected, and the aim of his important monograph (Leipzig, 
Klinkhardt, 1907) is to facilitate the study of the subject. The condition may occur : 
in a normally developed uterus or in connexion with some malformation, with one 
ovum in the uterine cavity and the other outside, or with one in a tube and one in 
an ovary, or lastly, with both ova in the tubes or in the ovaries. A concise history 
of 181 cases is given, and 169 of these are available for analysis. The first case was 
discovered in 1708, in the course of a necropsy, but the first diagnosed in a living 
patient was in 1722. More than half the cases reported occurred during the last 
twelve years, the greatest number in 1903. The condition was found more frequently 
in women between the ages of thirty and thirty-five, and depended rather upon a 
later time of marriage than upon the absolute age. The frequency bears no relation 
to the number of previous pregnancies, and it is remarkable that where this number 
was known, out of 124 cases twenty-four occurred in primigravide. The extra- 
uterine ovum was found more often in the right oviduct than the left, but ovarian 
pregnancy happened as often on one side as on the other. The diagnosis in cases of 
this description evidently presents considerable difficulty, for a correct one before 
operation was made in only seven cases out of the whole number. In the first half 
of pregnancy, it is more difficult to differentiate the condition, and whenever there 
is a suspicion of such a pregnancy coeliotomy ought to be performed as soon as 
possible. In the later months the diagnosis is easier, but it must be remembered that 
twin intra-uterine may coexist with ectopic pregnancy. At term, the symptoms may 
be masked by collapse, which must be distinguished from the collapse associated 
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with ulceration of the stomach, perforated appendix, internal bleeding, or rupture of 
a pregnant uterus. Abortion took place in the majority of cases, but twenty went to 
full term. In a few cases the extra-uterine foetus continued to develop even 
as long as eight months, but in the majority it was removed by cceliotomy at an 
earlier date. 

The mortality directly due to this condition amounted to 30°6 per cent., most of 
the deaths being due to internal hemorrhage, either without intervention or in spite 
of it, while the remainder died from sepsis. 

The uterine foetus reached maturity in 34°6 per cent. of the cases, and was born 
living in 31°3 per cent.; the extra-uterine reached maturity in 20°4 per cent. of the 
cases, and was born alive through an abdominal section in 2°7 per cent. Abdominal 
section was performed on 52 occasions in 83 cases during uterine pregnancy, and in 
19 after uterine abortion, and in 11 after the birth of a child prematurely or at term. 

Most investigators seek for a predisposing cause in a diseased condition of the 
oviducts, and entirely disregard the size of the ovum. The entrance of a ferti- 
lized ovum into the uterus sets up secondary changes in both oviducts, which prevent 
the passage of another ovum. A second ovum, therefore, if set free, remains extra- 
uterine, and if it should become fertilized develops in its ectopic position. Such 
antecedents as gonorrhea, tuberculosis, or persistent congenital torsion of the tube, 
rarely prevent an ovum from entering the uterus. Tubal pregnancy is due to a 
mechanical impediment, but occurs far more often in a sound oviduct than in a 
diseased one. The date of fecundation of the separate ova gives rise to interesting 
questions, but no trustworthy authoritative statement can be given. 

There is no reciprocal interaction of one pregnancy on the other; numerous cases 
have been recorded in which either the uterine foetus has survived the destruction 
of the other, or the extra-uterine foetus continued to develop in spite of uterine abor- 
tion or premature birth. 

Menstruation is generally absent, but external hemorrhage may appear; internal 
bleeding is the cause of most of the mortality. The pain during pregnancy and 
labour varies greatly : it is generally associated with peritoneal irritation; in one case 
both twins reached maturity without any unusual pain. 

Prognosis is always serious, as even if the uterine pregnancy terminate favour- 
ably, operative interference may be required at a later date. 

The treatment must be individualized according to the date of the pregnancy and 
the condition of the patient when seen; but the principle on which to act is to save 
the life of the mother. Under some circumstances, by well-timed operative inter- 
ference, both children may be delivered alive, but such are most exceptional, and in 
general the danger to the mother is far too great to make it a principle to wait for 
months without interfering, in the hope of both children reaching maturity. 

J. H. Swanton. 
Conception, Pregnancy, and Childbed after Disintegration of the 
Spinal Cord. 

Kroviecer and OFFERGELD (Archiv f. Gyndkol., Band 1xxxiii, p. 257) give the 
history of two patients who, when pregnant, had severe falls which caused fracture 
of the spine and discontinuity of the spinal cord, in the lower dorsal and in the 
lumbar region respectively, with complete paralysis of the lower extremities, bladder 
and rectum. Both cases went to term and had prolonged but absolutely painless, 
normal labours, with living children. Symptoms of sepsis set in on the third and 
sixth day respectively, and both patients died, the first with typical symptoms of 
pyelonephritis, the second, who had had extensive bedsores, with symptoms of 
leptomeningitis. 

The authors then give a detailed account of experiments they carried out on 
animals, and draw the following conclusions :—(1) Neither the brain, nor the medulla, 
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nor the spinal cord as far down as the tenth dorsal vertebra, nor the vagus, the 
splanchnicus or spinal nerves exert any influence whatever upon the process of 
generation. (2) The lower part of the spinal cord is of slight importance during 
labour. (3) The sympathetic nerves act secondarily by influencing circulation. (4) 
Spontaneous labour is possible at the normal end of pregnancy even after destruction 
of the lumbar and sacral portions of the spinal cord, but the period of expulsion is 
protracted as labour is painless and the patient passive. In consequence the prog- 
nosis is unfavourable for both mothers and children. (5) No cerebral “birth” centre 
exists, and the lumbar centre is of but secondary importance. (6) Uterine contrac- 
tions persist for some time after total destruction of the spinal cord. (7) The uterine, 
paracervical and paravaginal ganglia are the chief and most important nerve elements 
of the genital organs. They modify the excitability of the uterus according to its 
physiological condition. (8) Their power of response to outside stimulation is 
strongest during the non-gravid state, decreasing gradually from the time of im- 
pregnation, so as to be almost extinct at the normal end of pregnancy and during 
labour. (9) Biological and other means of stimulation act on the peripheral ganglia 
in exactly the same way as the electric current. (10) The paracervical and para- 
vaginal ganglia assist the action of the uterine ganglia. (11) The onset of labour is 
not due to mechanical causes only, but also to biological influences emanating from 
the placenta, foetus and ovaries. These stimulate the uterine ganglia through the 
blood current. (12) No influence of the central nervous system upon the puerperium 
can be ascertained. The duration of labour and the severity of the spinal injuries 
must determine the prognosis. H. T. Hicks. 


The Treatment of Eclampsia. 

Bum (Deutsche m. Wehnschr., 1907, No. 47), says this is purely empirical, 
owing to the fact that no real cause has yet been found for the condition. Whatever 
the means by which the seizures are brought about may be, pregnancy is responsible 
for the eclampsia. Therefore, to cure the condition, pregnancy must be brought to 
anend. Statistics in the Halle and Charité Frauenkliniks show conclusively that the 
sooner this is brought about, the smaller is the mortality. The means by which it 
is effected do not seem to matter. Bossi’s dilator, Champetier’s bag, metal dilators, 
and vaginal section, are all of value. 

The use of narcotics is of great benefit in the early stages, but contraindicated in 
the late conditions, when there is a tendency to coma. Morphia given by the rectum 
acts more satisfactorily than when given in any other way. Parathyroid extract 
has given good results in the hands of Vassale and others. : 

Respiratory and cardiac stimulants are of the greatest importance, to prevent 
accumulation of mucus and congestion of the right side of the heart. 

E. 8. CARMICHAEL. 
Eclampsia due to increased Intrarenal Tension. 

G. Ter Braak and A. Misuurer, Tiel (Zentralb. f. Gyndkol., 1907, No. 42), re- 
port a case of eclampsia in a primipara aged 21, the onset being after delivery. A 
large tumour in the right side of her abdomen was held to be an enlarged kidney, 
but operation was declined. The fits ceased the following day and the tumour dis- 
appeared. The authors conclude from the case that with toxemia, a mechanical 
factor, the intrarenal tension, assists in causing eclampsia. 

This view justifies decapsulation of the kidneys after Edebohl’s method, with or 
without nephrotomy, as the best means of relieving the intrarenal tension, but the 
authors do not agree with Edebohl’s advice to operate as soon as eclampsia occurs. 
They reject operation during gravity and labour, and adopt it only for the puerperal 
cases. In others the termination of labour is the immediate indication, either by 
Cesarean section, abdominal or vaginal, or by some other method. It is only after 
the uterus is empty that decapsulation and nephrotomy are justifiable. 
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Hydatid Mole in a young human Ovum. 

R. Freunp, Halle (Miinchener m. Wehnschr., 1907, No. 41, S. 2066), at the 
meeting of Naturalists and Physicians at Dresden, gave a microscopic demonstration 
of a series of sections of an ovum about three weeks old, entirely surrounded with 
decidua, which latter was greatly thickened and exhibited all the signs of inflamma- 
tion. Most of the villi had undergone hydatid degeneration, and this was particularly 
pronounced at one part of the chorion leve, from which polypoid projections invaded 
the ovisac, so that the latter, as usual in case of hydatid mole, had been destroyed at 
an early date. van der Hoeven has demonstrated the transformation of normal villi 
into hydatid mole in abortive ova, but this case of Freund’s shows that such moles 
may develop from the chorion leve also. 

The initial condition for the development of an hydatid mole is a change in the 
endometrium, due either to inflammation or to a morbid ovarian influence analogous 
to inflammation, which in the first place hinders the normal development of the 
ovum: the embryo dies prematurely, while the vitality of the superficial parts of 
the ovum persists, but the matter it receives from the maternal blood, owing to 
the deficiency of a foetal circulation, is not passed on but is deposited in the stroma 
of the villi. The earlier the death of the embryo and the longer the periphery of the 
ovum remains connected with a copious supply of maternal blood, the more favourable 
are the conditions for the formation of the hydatid mole. 


Vaginal Septum impeding delivery. 

CoprELLo (Archiv. Ital. di Ginecol., Anno x, vol. ii, No. 3), was called to a delayed 
labour and found a primipara in the second stage, with the foetus presenting by the 
feet. The child’s legs were astride of a septum in the vagina: when this septum 


was divided the labour was rapidly completed. Little crests were left on the anterior 
und posterior vaginal walls. E. H. L. O. 


The Treatment of Retention of the Membranes. 

TH. SCHNEIDER-GEIGER (Z.D., Basel, 1906), concludes his thesis as follows: 
(1) The results of retention of the membranes, as regards the parturient woman, may be 
described as insignificant. (2) The prophylactic removal of retained membrane with 
the finger or by the help of an instrument immediately after labour, should be 
absolutely abandoned. (3) Appropriate prophylactic measures are to be found in the 
free administration of ergot, and in vaginal douches. (4) Putrid lochia, resorption 
fever, and the perhaps slight disturbance of the general system may be rapidly 
remedied by hot vaginal douches containing one to two per cent. of lysol. (5) Un- 
usual complications are to be dealt with on the accepted general principles. (6) 
Expectant treatment is to be recommended, especially in private practice. 


The Induction of Premature Labour in Phthisis. 

C. Prape.ta, Basel (Archiv f. Gyndkol., Band Ixxxiii, p. 369), discusses the 
reasons for and against induction of premature labour in phthisical patients. He 
advises the practitioner to start by trying a course of anti-tuberculous treatment. If 
this fails and the malady is progressive, or if the fetus is viable, and the mother’s 
condition hopeless, labour should be induced. The history of previous pregnancies 
also may indicate the operation, and if it shows that the tuberculosis was aggravated 
by the pregnant state, premature labour should be induced. H. T. Hicks. 


The Requirements to be Satisfied by a proper method of 
artificially interrupting Pregnancy. 

Hanness, Breslau (Miinchener m. Wehnschr., 1907, No. 40, S. 1974), discusses the 

above subject, and concludes that the induction of labour by means of hystereurysis 
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corresponds in every way with the correct and indispensable conditions for such 
interference. Hystereurysis not only induces contractions of the uterus, but promotes 
them in an entirely physiological way, stimulating the nervous elements by 
which, under normal circumstance, labour pains and the‘process of delivery are 
begun. In all cases in which forced labour is demanded, the method of simple 
incision, the so-called vaginal Cesarean section, should be the method of choice, for 
by it, with the most excellent results as regards the surgical wounds, one can deliver 
@ woman in a few minutes, even when the soft parts have not begun to dilate. 
These two perfected methods of inducing the pregnant uterus to expel the ovum, or 
make its removal possible, render all other methods superfluous. 


The Induction of Labour by dilation of the Cervix with mechanical 
instruments. 

L. M. Bossi, Genoa (Gyndkologishe Rundschau, Ht. 20), defends the forcible 
dilation of the os uteri by means of his instrument, and declares that he has not 
altered his opinion on the value of his method since he first brought it before the 
notice of obstetricians 17 years ago. He does not attach any value to the dilators 
invented by others, as regards the dilation of the pregnant uterus, though he looks 
upon that of de Seigneux as the most useful. The fundamental principle of his own 
instrument is the crossing of the branches. As proofs of the effectiveness and applic- 
ability of his instrument he enumerates 33 published articles, by himself or his 
assistants, and a very large number of cases. 


Bossi’s Dilator in Midwifery. 


Corticuera, J. (Rev. de Méd. y Pract., August 27, 1907), describes 11 cases, 
5 in primipare, and all of them serious, in which delivery was effected by the use of 
Bossi’s dilator. One case, a placenta previa, proved fatal, but all viable children 
survived. Cortiguera holds Bossi’s method to be far the best at our disposal at 
present. The apparatus is easy to disinfect and easy to use; it acts quickly and 
affords sufficient dilatation; it can be applied even before the cervix is taken up at 
all, and causes no lacerations of any account; the hemorrhage is hardly greater than 
in normal labour, and was only so in 2 of the 11 cases. The delivery is effected just as 
quickly as by Cesarean section and with less danger. Apart from the accepted in- 
dications for quick delivery, all of which, when the pelvis is roomy enough, demand 
the use of Bossi’s method, Cortiguera would adopt that method whenever the size 
of the foetal head is excessive, when pregnancy has been protracted beyond term, or 
when the woman has already borne several children dead because overdeveloped. In 
all these cases delivery before term by Bossi’s method will give more favourable 
results. In placenta previa it will not improve the prognosis. 


Treatment in Occipito-Posterior Cases. 


J. Srarx (Brit. Med, Journ., 1907, vol. ii, p. 1581), believes that of occipito- 
posterior presentations which commence as such, 50 per cent. remain so, and he 
advocates the early application of forceps. “I have waited on certain cases twenty- 
four hours in order to get a dilated cervix, and at the end had to dilate with the 
fingers and apply instruments. . . . There is no doubt that considerable force must 
sometimes be used to displace the head from the spine of the ischium, but afterwards 
the instrumental part is easy. The head tends to rotate after this, and I do not 
reapply the instruments, and have no bad results from not doing so. I have delivered 
several primipare without reapplication and without even the slightest tear of the 
perineum.” Frank E. Tayzor. 








Placenta Previa 


The Treatment of Placenta Previa. 


ZweireL, Leipzig (Miinchener m. Wchnschr., 1907, No. 48, S. 2361), gives the 
following as the chief points in the treatment of placenta previa : 

(1) Any profuse bleeding in the second half of pregnancy which raises a sus- 
picion of placenta previa, must, on account of the gigantic risk, be treated so that a 
renewed hemorrhage may not possibly prove fatal to the mother. This may be 
effected by keeping the woman plugged for some time, at all events for a week, in 
case labour does not come on sooner. For such a prolonged tamponade the col- 
peurynter is irreplaceable. The inconveniences, however, of this prophylactic treat- 
ment, which it is hard to carry out in a private house, make it advisable for the 
patient, when possible, to enter an institution. 

(2) Colpeurynters, if kept in oil or glycerine, may be preserved for years without 
leaking. 

(3) For plugging, one must always use material free from germs. If no col- 
peurynter is available, the cotton wool, or gauze, if not certainly germfree, may be 
made so by boiling it in water to each litre of which 9 grammes of kitchen salt and 
a tablespoonful of strong vinegar have been added; but this method is a makeshift, 
only to be resorted to when necessary. 

(4) In the treatment of the labour, rupture of the membranes is the method to be 
preferred on account of its safety and simplicity; it can, however, only be effectual 
when the membranous sac projects and, in placenta previa, this is seldom the case. 

(5) As a rule the surest way of arresting the hemorrhage, while preserving 
asepsis, is by turning the child as soon as possible; when the cervix is insufficiently 
dilated this may be done in the Braxton Hicks way : 

(6) Extraction should not immediately follow version unless the os uteri is com- 
pletely dilated or nearly so, because of the danger of cervical lacerations. 

(7) It must be admitted that this expectancy is dangerous for the child, and that, 
sometimes, acceleration of the birth would be desirable in its interest. Whenever 
laceration of the os is not to be feared, one may, according to the circumstances of 
the case, adopt more active measures and, since the lacerations only occur during the 
‘dragging down of the head, it will still be possible by delay in that stage of the 
extraction, to avoid laceration and, also, to save the child from suffocation if the 
obstetrician holds his finger so that the child can draw air into its lungs, or if a 
catheter is passed into its mouth. Even without any traction, and without any 
‘danger of laceration, the os uteri in a few minutes will slip back over the head. 

(8) In placenta previa centralis one should, in the first place, ascertain whether 
‘one cannot with the two fingers introduced for combined version reach forwards 
‘above the symphysis round the anterior edge of the placenta, because this is less 
‘detrimental to the child than forcing through the placenta itself. In case the edge 
‘of the placenta cannot be passed, the obstetrician can always fall back upon piercing 
the placenta, though after this proceeding hardly a single child survives, and it is 
therefore useless to try and hasten the extraction of such a child. 

(9) In cases of placenta previa, labour is often premature, and then one should 
not attempt active treatment which offers little prospect of saving the child’s life, 
‘and is always more dangerous for the mother. 

(10) We are disinclined to accept the suggestions recently put forward for treating 
placenta previa by abdomina’ or vaginal Cesarean section. Not one of our fatal 
cases could have been saved by such treatment; on the cther hand, by its adoption, 
our mortality would certainly have been greater. 


Manual Detachment of the Placenta. 
Apter and Kravs, Vienna (Monats. f. Geburts. u. Gyndkol., Bd. xxv, Ht. 6), 
report that in Schauta’s klinik, the placenta has been detached by hand 452 times in 
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40,000 confinements (1°13 per cent.). In 217 cases (0°54 per cent.), upon direct indica- 
tion on account of adhesion and profuse hemorrhage in the third stage; in the 
remaining 235: at operations under anesthesia for the sake of palpating the uterus; 
in cases of eclampsia in order to empty the uterus as quickly as possible for thera- 
peutical reasons, in threatened infection, on prophylactic grounds in placenta previa 
with slight bleeding, after rapid operative delivery followed by atony of the uterus 
in order to plug the uterus during the same narcosis, as well as in many instances of 
lacerations of the cervix, vagina or perineum. 

In 161 cases in which the detachment of the placenta by hand was the only 
operative interference, the morbidity amounted to 2°8 per cent., and, apart from 
3 deaths due to other causes, there was no mortality. It is therefore evident that, 
with proper precautions, the manual detachment of the placenta is not an operation 
dangerous to life. 


Drainage of the Uterus in Puerperal Infection. 

WarDEN (Lancet, 1907, vol. ii, p. 1383) bases a plea for uterine drainage in cases 
of puerperal infection due to retention of lochia, on a case which was unrelieved by 
curettage and intra-uterine douching, but recovered after drainage of the uterus. 
The fever began on the fourth day of the puerperium and continued with rigors in 
spite of intra-uterine douching. Professor Budin, of Paris, saw the patient on the 
sixth day, and gave a very gloomy prognosis; he advised curettage, and this was 
carried out with the écouvillon but brought away no placental débris, and there was 
no evidence of sloughing or deep infection of the uterine mucosa. The cavity of 
the uterus was packed with iodoform gauze. This was followed by marked improve- 
ment, but after removal of the gauze and again, in spite of repeated intra-uterine 
douching, the fever and rigors recurred. The intra-uterine dressing was reapplied, 
with the result that the patient had a normal temperature and pulse for 48 hours. 
This was replaced by a glass drain and a vaginal plug, which were removed on the 
eleventh day. There was almost immediately a rise of temperature to 101°, so the 
vaginal plug and glass drain were reinserted for six days, during which the tempera- 
ture remained normal and the patient recovered without any untoward symptom. 


J.S.F. 


Appendicitis complicating the Puerperium. 

Davip C. Hirton (Surgery, Gynecology and Obstetrics, October 1907), reviews. 
29 cases, including one of his own, of appendicitis, which originated during the puer- 
perium. The onset in 22 of them was within 10 days after full-time labours, and in 
one within the same time after an abortion; in 6 from 20 days to 8 weeks after 
delivery. 

Of the 23 cases which began within 10 days of delivery, 14 cases or 663 per cent. 
developed on the second, third, or fourth day of the puerperium, and 7, or 3384 per 
cent., began on the second day. Only one developed on the first day. The remaining 
7 cases began between the fourth and the tenth day. Of the 6 cases which developed 
after the tenth day, the earliest is reported on the 20th day and the latest on the 
56th day. 

Hilton maintains that if the essential causes of appendicitis complicating the 
puerperium originate, or are aroused into activity by conditions peculiar to parturition 
or the puerperium, very few cases would be recognized during the first 24 hours after 
delivery. Only one of the cases reported was recognized as having commenced on 
the first day of the puerperium. Morbid conditions are most liable to arise within 
a few days after delivery, and accordingly 3 of the 21 cases developed during the 
first 4 days of the puerperium. In all of the 6 cases which occurred after the 
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twentieth day, infected placental remains had been removed at the time of the attack 
or shortly before it, and in all of these cases, except one, the uterus or adnexa were 
diseased. 

The pathology of the condition, as seen at the operation or autopsy, supports the 
existence of a causal relationship between the puerperal state and the appendicitis in 
a large percentage of cases. It is not necessary for the genitals to transmit infection 
to the appendix to induce an attack, as this may be brought about by interference 
with the circulation, pressure necrosis or tearing of tissues. On the other hand an 
inflamed appendix may transmit infection to the genitals and set up puerperal sepsis. 

In 6 of the 23 cases which commenced within 10 days of delivery the appendix 
and some portion of the genitals were matted together in a septic process. In one case 
there was evidence of direct transmission of infection along the appendiculo-ovarian 
ligament, in another the emptied uterus had torn adhesions loose and caused a per- 
foration of the appendix, and in another case the omentum, as it descended with the 
uterus, had become kinked about the appendix. 

Hilton dwells upon the extreme difficulty of diagnosis. To make an early 
diagnosis the attendant must be very watchful, and he must take into consideration 
any symptoms pointing to previous attacks. In 8 out of 21 cases there had been 
symptoms of previous attacks. He believes that many deaths returned as due to 
“childbed fever” have really been cases of appendicitis in the puerperium. The case 
he reports had been ill for 10 weeks before he saw it. The patient was supposed to 
have been suffering from puerperal septicemia. He found distinct evidence of ap- 
pendicitis with a large abscess. There were also patches of pneumonic consolidation 
in both lungs and endocarditis. An incision was made under local anesthesia, and a 
couple of quarts of very offensive pus were evacuated. The patient did not improve, 
and died in the following week. 

The prognosis is very grave. Of 22 cases which developed within 10 days after 
delivery, 45°5 per cent. died, and of the 23 cases which occurred within the same 
time 70 per cent. were of the suppurative or perforative type. Patients who have 
had previous attacks of appendicitis are very susceptible to recurrence during 
the puerperium. Rosert JARDINE. 


Polymastia in the Japanese and the relation of Polymastia to 
Multiparous Births. 


Iwat (Lancet, 1907, vol. ii, pp. 753 and 818) gives a very exhaustive study of this 
abnormality in these two papers, including a full statistical report of the writer’s 
examination of 936 cases in Japan. The position of polymastia and its relation to 
sex, its hereditary transmission, and the secretory processes and pigmentation of the 
glands and nipples, are considered in the first paper, while the relation of polymastia 
to multiple birth is discussed in the second. 

The most important conclusions arrived at are that polymastia among the 
Japanese, unlike Western people, is generally found above the normal heart, but 
that, as in the West, it occurs more frequently in females than in males, and on the 
left side than on the right. Six is the largest number cf glands yet found on 
one person. Polymastia is inherited, and in most cases transmitted from the 
mother. In the perfect supernumerary glands, secretion begins at the time of 
parturition and sometimes continues for over six months. Iwai’s investigations also 
show that those who have supernumerary mammary glands have a tendency to 
become pregnant more frequently than those who have not, and that there is a 
definite relation between polymastia and multiparous birth. An exhaustive biblio- 
graphy is appended. J.S8.F. 
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Coccygodynia successfully treated by Injections of 60% of Alcohol. 


Vés1an, Oran (Revue pratique Gynécol., Obstet. Pédiat., 1907, p. 260), reports : 
A woman of 43 years of age, who had four normal accouchements, the last 11 years 
previously, and an abortion at about three months two years ago, for which she 
was not properly treated, was admitted into hospital for catarrhal metritis of long 
standing and pronounced anteflexion of the uterus. 

On vaginal examination the pressure of the finger on the posterior wall at the level 
of the coccyx elicited such acute pain that the woman screamed. Moreover, she 
explained that the same pain occurred when she tried to raise herself, and when she 
sneezed. The ordinary sitting posture was particularly distressing, indeed she never 
sat down except on the edge of a chair, and on one buttock only. On the posterior 
surface of the coccyx, about 2cm. above the anus, the pain was still more acute and 
severe. 

She was put under gynecological treatment not without hope that with the cure 
of the metritis the neuralgia might be considerably relieved if not altogether cured. 
But this did not occur, the coccygodinia proved persistent and as painful as ever. 
Hypodermic injections of cocaine (1 per cent.), suppositories of cocain, and of bella- 
donna, had been tried, and also the cautery, but in vain. It was, however, decided 
to try injections of 60 per cent. alcohol. The index of the left hand introduced into 
the rectum made out the point and anterior face of the coccyx; the needle of a Roux’ 
syringe, duly sterilized, was introduced into the muscles about 3cm. behind the anus, 
in a direction parallel with the finger, and by a slight tilt was lifted over the point of 
the coccyx so as to pass along its anterior surface, and two cubic centimeters of 
60 per cent. alcohol were injected; the needle was deliberately thrust in various 
directions and then abruptly withdrawn. The injection on the posterior surface was 
@ more simple matter, the needle was passed, perpendicularly, down to the bone and 
between one and two cubic centimeters of alcohol injected. The injection was pain- 
ful enough at the time, but there was no inflammatory reaction, or cedema, or 
swelling. Next day the patient was appreciably better; the tenderness over the 
coccyx was less marked, the sitting posture more endurable; she continued to improve 
till she left the hospital, and three months later, reported herself extremely well, 
suffering no pain, able to do her household work and use her sewing machine. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNZCOLOGICAL SECTION. 


Meeting held Thursday, November 14th, 1907, the President, Dr. Herbert SPENCER, 
in the Chair. 


Dr. THomas WILSON read a paper on 
PusiotTomy, 

with notes of an illustrative case. In the intermediate degrees of pelvic contraction 
with a conjugate diameter between 23 and 33 in., efforts to obtain a living child had 
been made by the induction of premature labour, and by some method of widening 
the bony pelvis. The most favourable large statistics of the results of induction of 
premature labour showed that not more than 50 per cent. of the children so born were 
alive at the end of the first year. In this country symphysiotomy had never come 
into general favour, in spite of the improved subcutaneous method described by 
Herman at the Obstetrical Society in 1901. The division of the symphysis en- 
dangered many important structures, including the bladder and urethra, as well as 
the important plexuses of veins in the neighbourhood. As an alternative, division of 
the pubic bone by means of a wire saw was first recommended in modern times by 
Gigli in 1893. Following on his recommendation the operation had been put into. 
practice on the Continent in a large number of cases, with results on the whole very 
satisfactory. Two methods of performing the operation had been devised, the open: 
and the subcutaneous, of which the latter was by far preferable. Pubiotomy ap- 
peared to present all the advantages claimed for symphysiotomy, while avoiding 
some of its more serious disadvantages. Hemorrhage was less in the former opera- 
tion, and the danger to the bladder, and especially to the urethra, was diminished. 
With an equal degree of separation of the bones, the amount of widening of the 
pelvis had been proved to be the same in each operation, and the indications for- 
employment were the same in both. 

The PrestDENT said he had no personal experience of pubiotomy or of symphysio- 
tomy, preferring the alternative operations of induction of labour and Cesarean 
section. The operation of pubiotomy had been rarely performed in Britain, but 
Dr. Wilson had omitted two cases operated on by Dr. Wallace, whose opinion of the 
operation was “not an entirely favourable one.” The President thought that Dr. 
Wilson had not sufficiently emphasized the dangers of the operation. Baumm’s two. 
cases terminated fatally, and Robert Mann had published a case of hernia through 
the gap in the bone. Injuries of the bladder and vagina and thrombosis were not un- 
common accompaniments of the operation, and, if not fatal, involved considerable 
risk. He did not think a rest of 16 days in bed was sufficient for the proper con- 
solidation of the bone. Dr. Wilson’s case occurred in a patient with a pelvis of 
almost normal size, and though he did not question the justifiability of the operation 
in this case, the special dangers of laceration of the vagina would be much greater 
when the pelvis was considerably contracted. Operators seemed to be divided in 
opinion upon the question of immediate or deferred delivery; but he thought it. 
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:possibly these operations had sprung into favour abroad largely on account of the 
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would be unjustifiable to submit a patient to the pains of labour after the bone had 
been divided unless she were kept continually under an anesthetic, which itself 
involved risk. Although the mortality of pubiotomy was not high, it probably was 
at least as high as induction of labour and Cesarean section, and involved dangers 
which appeared to be unavoidable, and disabilities to the mother, which were not 
met with in the alternative operations. With regard to Pinard’s views on the treat- 
ment of contracted pelvis, he would say something on another occasion. Meantime, 
his recollection was that Pinard had with symphysiotomy lost 12 per cent. of the 
mothers and children. Pinard’s latest statistics, mentioned by Dr. Hubert Roberts, 
showed a maternal mortality in symphysiotomy of over 11 per cent., and an infantile 
mortality of 14 per cent. They also showed a growing faith in conservative Cesarean 
section and a lessening faith in symphysiotomy. 

Dr. MAcCNAUGHTON-JONEs said that, like the President, he had never had recourse 
to symphysiotomy. At Heidelberg, Professor v. Rosthorn had given him the details 
of a case in which uncontrollable and fatal hemorrhage had occurred after pubiotomy. 
When he was in Freiburg in 1906, Professor v. Krénig had performed 30 cases with- 
out a death, and had lost two children. On the other hand, Franqué, up to March, 
1905, had operated 43 times, with 12 deaths and the loss of three children. Schauta, 
in his recent work, seemed to favour pubiotomy. The higher the head, Krénig had 
pointed out, the greater the danger to the bladder.. The advantages over symphysio- 
tomy seemed mainly to be the avoidance of hemorrhage and of injury to the struc- 
tures in the median line, as the clitoris and urethra; but Zweifel and others con- 
sidered that the permanent effect, so far as pelvic uniformity and general gain of 
increase in diameter are concerned, was better in symphysiotomy than in pubiotomy. 

Dr. GrirritH referred to the great difficulty there is in discussing and comparing 
records of the operations of pubiotomy and symphysiotomy, owing to the different 
views held by different operators as to the conditions which justified the operation. 
His own experience was confined to symphysiotomy, and he was of opinion that 
pubiotomy presented no real advantages, while symphysiotomy was simple, and re- 
quired no special instruments. The difficulties, in his opinion, were not in the opera- 
tion but in the proper choice of cases for which it was suitable. Those operators 
who, like the late Dr. Varnier, declined to use forceps, premature induction of 
labour, and any other means than symphysiotomy for every case of even slight 
difficulty, obtained a large number of good results both as regards mothers and 
infants, but this was a line of practice that does not appeal to English obstetricians. 
He hoped the time would come when it would be generally recognized that the treat- 
ment necessary in cases of obstruction at the brim was not to be determined by the 
length of the conjugate unless in extreme degree of contraction. In these cases 
Cesarean section was the only method, but in all the common, slight, and moderate 
degrees of contraction, the length of the conjugate, while a very important factor, 
was never the determining factor. It was no uncommon experience to see a woman 
spontaneously delivered with a conjugate of about 34 inches, without danger to her- 
self or her baby, while in other cases, with a conjugate half*an inch longer, the 
difficulty and danger may be great, this depending first on the size of the child’s 


‘head, a favourable position of the head in relation to the obstruction, the mould- 


ability of the head, and the power of the uterus; and it is in the correct judgment of 
these difficulties that the obstetrician of experience will be able to differentiate and 
select those few cases to which, in his opinion, the operation should be confined. 

Dr. C. Husert Roserts wished to add his testimony to that of Dr. Griffith with 
regard to the importance of endeavouring to estimate the size of the foetal head in 


contracted pelvis, and not merely depending on the actual bony measurements of the 


pelvis itself. As to pubiotomy and symphysiotomy, Dr. Roberts thought that 
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falling birth rate. The latest statistics of Pinard, in the “Annales de Gynécologie et 
d’Obstétrique,” for September 1907, showed this very forcibly, and in France, at all 
events, it would seem that the induction of abortion and premature labour in con- 
tracted pelvis had been given up. Hence the frequent performance abroad of such 
operations as pubiotomy and symphysiotomy, especially the latter. Dr. Roberts had 
performed subcutaneous symphysiotomy once at Queen Charlotte’s Hospital, with 
good results to mother and child. He had no experience of pubiotomy. 

Dr. THomas WILson, in reply, thanked the President for referring him to 
Wallace’s two additional cases, which brought the total number of pubiotomies per- 
formed in this country to ten. Where, after dividing the bone, the labour is left to 
the natural efforts, it does not appear to be necessary to keep the patient anesthetised. 
The pain following operation in Dr. Wilson’s case was moderate, and this appears to 
be the rule. Time must show whether symphysiotomy or pubiotomy is the better 
operation. The latter appears to possess over the former the advantages of being less 
liable to cause severe bleeding, of endangering the bladder to a less, and the urethra 
to a much less, degree. It is remarkable that no discussion on pubiotomy had pre- 
viously taken place in London, and that no one in this city appears to have put the 
operation to a practical test. 

The following specimens were shown :— 

Dr. HERBERT SPENCER: Squamous Carcinoma of the Cervix in a patient, xt. 26. 
High amputation with cautery. Patient shows no recurrence six and a half years 
after. 

Mr. AtBan Doran: Ovarian Dermoid, retained two years in the pelvis after 
obstructing labour. (A full report of this case will appear in a later number of the 
JOURNAL.) 

Dr. FarrBatrn: Fatal Rupture of an early Tubal Pregnancy. (The remarks on 
this specimen appeared among the Select Clinical Reports on p. 153 of the last number 
of the JOURNAL.) 

Dr. MacnavGHtTon-Jones : An Improved Demonstration Pelvis. 

Dr. Tuomas Witson: Unilateral Hamatometra recently acquired by operation. 
(Reported with drawing of specimen in British Medical Journal, November 30th, 
1907, p. 1582.) 


Dr. C. E. Purstow: Pregnant Uterus with Fibroid, the latter in a state of red 
degeneration. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Meeting at Sheffield, November 15th, 1907, Dr. E. O. Crorr (Leeds), President, 
in the Chair. 

Mr. F. Favett (Sheffield) exhibited two specimens of Fibro-myoma Uteri, one 
undergoing calcareous, the other cystic degeneration; (2) an Ovarian Cyst, in which 
axial rotation of the pedicle had occurred; (8) Syphilitic Hypertrophic Enlargement 
of the Labia Majora, in a patient aged 28, who had had 1 child 9yearsago. There had 
been no abortions. She gave a history of a lump in the external genitals for the last 
eight years. Soon after her confinement a year previously, she had noticed some 
small hard lumps about the anus, which never quite disappeared. Five years ago one 
of these tumours was the size of a hen’s egg, and within the last six months others 
had appeared. The largest growth, the size of a small cocoa-nut, was in the left 
labium majus. Both labia were excised, and microscopic examination showed a 
loosely-woven fibrous tissue structure, with inflammatory reaction, especially around 
the vessels. 

Mr, ArcHipaLp Curr (Sheffield) showed calculi removed per vaginam from the 
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left ureter of a patient who suffered from symptoms of stone in the kidney. A 
radiograph located them 2 inches above the entrance of the ureter into the bladder. 

Dr. Mites H. Puiuutrs (Sheffield) exhibited the uterus containing a submucous 
fibroid undergoing sarcomatous change. It was removed by abdominal section from 
a nulliparous patient aged 50, in whom menorrhagia had been present for 9 years. 
There had been inter-menstrual bleeding and an offensive purulent discharge for 14 
months. On admission the temperature was 101, and small sloughs were detected in 
the vaginal discharge. The cervix uteri was patulous and the uterus was the size 
of a 4-months’ pregnancy. Exploration of its cavity revealed a friable growth which, 
microscopically, proved to be sarcomatous. The cervix was therefore stitched, and 
removal of the uterus and appendages carried out by abdominal section. Five weeks 
after the operation the patient died suddenly from pulmonary embolism, and the 
autopsy revealed septic thrombi in the internal iliac veins and an embolus in a 
branch of the right pulmonary artery. There was no peritonitis. The microscopic 
sections demonstrated a mixed-cell sarcoma originating from the muscular fibres of a 
submucous fibromyoma, and invading the uterine wall. 

Dr. Percitvat E. Barer (Sheffield) mentioned the case of a woman aged 34, who 
had had one child 3 years ago. Two weeks after an abortion bleeding began and 
was accompanied by a febrile condition. The uterus was enlarged and the cervix 
patulous. Suspecting chorionepithelioma, a scraping removed by the blunt curette 
was examined microscopically, but did not confirm the suspicion. As the patient was 
becoming progressively worse, abdominal section was performed, but her condition 
did not justify any attempt at the removal of the uterus being carried out. Recovery, 
however, gradually took place, and the patient became perfectly well. 

Dr. W. E. ForHercitt (Manchester) mentioned two cases illustrating the value of 
Schuchardt’s para-vaginal incision, a full report of which appeared in the last number 
of the Journat, p. 440. 

Mr. R. Favett also reported four cases of ectopic gestation :— 

Case 1. A woman aged 27, who had one child 12 months ago, had menstruated 
regularly 3/28 days. Her last period began a month ago and continued for a week. 
There was no pain or clotting. It was followed by a severe peritoneal crisis. On ad- 
mission there was marked tenderness in the right flank, and a soft swelling could be 
felt behind the uterus. Abdominal section performed forthwith revealed free blood 
in the peritoneal cavity, and clots in the pouch of Douglas. One inch from the 
uterine attachment of the right Fallopian tube there was a swelling the size of a 
filbert nut, on the posterior aspect of which a rent had occurred. The tube was 
removed and recovery was uninterrupted. 

Case 2 was that of a full-term ectopic gestation, in a woman aged 30, 10 years 
married, with one child 9 years old. Menstruation was in abeyance from November 
1900, until July 1907, when she had ared vaginal discharge fora week. At this time she 
felt movements in the abdomen. She had become progressively stouter, and thought 
herself pregnant, but as labour did not come on she sought advice a fortnight since. 
The abdominal tumour resembled the full-term uterus, but no foetal parts could be 
felt and no heart-sounds or souffle heard. At the upper limit of the tumour there 
was something like a softened foetal head. Bimanually the cervix was hard and 
closed, and the uterus lay between the tumour and the symphysis pubis. The sound 
passed 5 inches. Abdominal section showed the gestation sac to be adherent to the 
parietes and omentum, and to be intimately connected with the left appendages. The 
uterus lay in front and to the right. The sac and its contents were removed intact, 
and although there was considerable shock following the operation, the patient was 
making a good recovery. The pathological report on the structure of the sac would 
be communicated at the next meeting. 

Case 8 occurred in a patient aged 40, married 21 years, who had one child 19 years 
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ago. Menstruation was always regular and lasted 5 or 6 days. For the last seven 
weeks there had been continuous daily vaginal hemorrhage, and three weeks ago she 
had two severe attacks of abdominal pain, nausea and vomiting, with only a few 
hours interval. She was kept in bed until admission to the Jessop Hospital. The 
abdomen was extremely tender, and bi-manually the uterus was found to be displaced 
forward by a boggy mass in Douglas’s pouch. 

Abdominal section revealed a large amount of blood-clot in the peritoneal cavity, 
amongst which the embryo was found lying free. The right Fallopian tube was the 
size of a duck’s egg. The abdominal ostium was patent, the condition being one of 
incomplete tubal abortion. The opposite appendages were also removed, as the tube 
was dilated and contained blood. Recovery was uninterrupted. 

Case 4 was that of a woman aged 30, married 10 years, having one child 9 years 
old. Menstruation had been regular until July 1906, thence till the end of September 
there was amenorrhea, followed by a series of attacks of severe abdominal pain and 
faintness. There was also a slight red vaginal discharge. 

On admission to hospital, a tender swelling extended 3 inches above the symphysis 
pubis, and bimanually the body of the uterus was pushed forwards and to the right 
by a soft, rounded, exquisitely tender swelling, continuous with the abdominal 
tumour. At the abdominal section, there was a large encysted collection of blood- 
clot behind the uterus. Omentum and small intestine were separated, disclosing the 
left Fallopian tube dilated to the size of a Tangerine orange, and containing a tubal 
mole. The opposite tube also contained blood and was adherent to the uterus. 

As it was found to be impossible to deal with the condition without removing the 
uterus also, supravaginal hysterectomy and ablation of both appendages was carried 
out. 


EDINBURGH OBSTETRICAL SOCIETY. 


Meeting Wednesday, November 18th, 1907, J. W. Battantyne, M.D., F.R.C.P.E., 
in the Chair. 


Vatepicrory AppREss: HosprtaL TREATMENT OF MoRBID PREGNANCIES. 


The retiring President, Dr. J. W. Batuantyneg, gave his Valedictory Address, in 
which, after reading obituary notices of Honorary, Corresponding, and Ordinary 
Fellows, who had died during his term of office, he gave a résumé of the history of 
the project for the establishment of Pre-maternity Hospitals. He pointed out the 
advantages that would follow upon the setting aside of even a few beds in an 
ordinary Maternity Hospital for the special study and treatment of cases of the 
diseases of pregnancy; but far better results were to be expected from a ward, a 
pavilion, or, better still, a contiguous building, which might be termed a pre- 
maternity hospital. He recorded how a friend had made a gift of £1,000 to the 
Edinburgh Royal Maternity Hospital for the endowment of a bed, to be named the 
Hamilton Bed, in which cases of morbid pregnancy might be treated; and he related 
a series of cases which had since been treated in that bed during his term of office in 
the hospital. Among these cases were three in which patients who had developed 
eclampsia during pregnancy were treated ; in all of them the fits were controlled, and 
the pregnancy allowed to proceed (the ideal result from the point of view of both 
mother and fcetus) ; in one the patient after being treated in hospital for two or three 
weeks returned to her home where she was delivered of a child a week later, but the 
infant was dead at birth and appeared as if it had died a day or two previously; in 
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another of the cases the patient went to the full term, and had a living child, and 
both she and her infant did well; and in the third case the mother gave birth to a 
hydrocephalic foetus which had been dead for a few days. In none of these cases 
was the labour complicated by eclampsia, although all of them were sent in to 
hospital after having had several fits; all the mothers made good recoveries. Other 
patients treated in the Hamilton Bed had suffered from heart disease in pregnancy, 
from hyperemesis gravidarum, from epilepsy, from albuminuria, from pseudo-angina, 
from prolapse of the gravid uterus, and from old-standing hemiplegia. 

Dr. BaLLantyNneE then formulated certain suggestions for the management and use 
of pre-maternity beds and for the construction of pre-maternity hospitals. 
Suggestions for Pre-maternity Beds in Maternity Hospitals. 

1. The pre-maternity bed or beds should be strictly reserved for the reception of 
cases of morbid pregnancy. 

2. If a patient suffering from one of the maladies of pregnancy pass into labour 
within forty-eight hours of her reception into the pre-maternity bed she should not be 
regarded as a pre-maternity case, for, obviously, such a brief stay does not permit of 
any satisfactory attempt towards the effective treatment of her malady. 

3. The pre-maternity beds should be placed in a ward by themselves, and should 
not be located in the ordinary ward used for the puerperal patients. 

4. A sister should be in charge of these beds who has had a surgical and medical 
as well as an obstetric experience, for the nursing required will in most instances be 
more strictly medical or surgical than obstetrical. 

5. No attempt should be made to adapt the diet of puerperal patients for the use 
of the pre-maternity patients, for, as a general rule, the latter require quite different 
food. 

6. Special case-taking forms should be used for the pre-maternity cases; it is 
unsatisfactory to attempt to utilize the back leaf or the margins of the ordinary forms 
or charts for the noting of the many clinical details which are of value, and which 
ought to be recorded in such cases. 

7. A special Case Book should be kept in which every patient who has been in the 
pre-maternity bed for a period of more than forty-eight hours should be entered. If 
this is not done patients may enter and pass through the hospital and leave no record 
behind them at all. If, for instance, a patient suffering from hyperemesis gravi- 
darum or from retroversion of the pregnant uterus be treated successfully in the 
pre-maternity bed, she will probably not remain in the hospital for her delivery but 
will leave at once for her home. This has happened on several occasions in my 
quarter in the hospital, and some interesting material has thus been lost. 

8. In pre-maternity cases special attention should be paid to urine analysis, to 
examination of the blood and nervous system, to ophthalmoscopic investigation, and 
to a detailed and thorough examination of the signs and symptoms of pregnancy, 
including estimations and descriptions of the foetal heart and of the foetal movements. 
(During the past three years one of my Resident Physicians has made a special study 
of the blood in pregnancy and labour, while another has investigated the tendon 
reflexes, and yet another has made a series of urine analyses.) 

9. Suitable cases for treatment in pre-maternity beds are pregnant patients 
suffering from albuminuria, heart disease, intractable vomiting, pulmonary disease, 
hepatic disease, anemia and other blood disorders, and various nervous maladies, 
especially epilepsy, hystero-epilepsy, hysteria, chorea gravidarum, and _ paralysis. 
Diseases of the reproductive organs themselves, such as retroversion of the gravid 
uterus, threatened abortion, pruritus and cedema vulve, uterine prolapse, cystocele, 
vulvar inflammation and abscess, uterine myomata as complications of pregnancy, 
and suspected ectopic gestation might all very properly be treated in pre-maternity 
beds. Hydramnios and other conditions (such as twins) leading to over-distension of 
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the uterus might likewise derive benefit; and cases of suspected hydatid mole, of 
placental hemorrhage, missed abortion, or antenatal death or deformity might, with 
advantage, be kept under observation. Further, patients who have suffered in past 
pregnancies from “habitual” abortion, “habitual” foetal death or disease, or from 
eclampsia, might be dieted, kept at rest, or treated with medicinal means, etc., in 
future pregnancies, in order, if possible, to prevent the recurrence of these reproduc- 
tive diseases. Patients who are pregnant and who have already suffered from 
eclamptic seizures are not so suitable for pre-maternity treatment, unless it is clear 
that labour pains have not begun and show no tendency to begin; but even in these 
cases good results may sometimes be obtained, although conservative treatment after 
the occurrence of eclampsia is much less hopeful than it is during the pre-eclamptic 
stage when albuminuria alone is present. 

10. Cases which are unsuitable for treatment in a pre-maternity bed would seem 
to be infectious fevers (scarlet fever, measles, typhoid, erysipelas, etc.) occurring as 
complications of pregnancy (these should go to the Fever Hospital), and cases of 
insanity (mania or melancholia) in pregnancy (these should receive asylum treatment). 

11. It is doubtful whether cases of syphilis should be dealt with; but I think that 
patients suffering from gonorrheal vaginitis and vulvitis might be taken in and 
treated during their pregnancies. Alcoholism and dipsomania in pregnant women 
might perhaps be regarded as suitable for treatment; but actual delirium tremens 
should find a home elsewhere until the acute symptoms have passed. 


Suggestions for Pre-maternity Wards or Hospitals. 

1. The pre-maternity hospital or ward should be connected with the maternity 
hospital, but should not be included in it; there should, where practicable, be two 
buildings connected by a covered passage or gallery. 

2. The pre-maternity portion should resemble closely an ordinary general hospital 
in its construction and arrangement rather than a maternity hospital. 

8. The management of the pre-maternity should be kept as far as possible distinct 
from that of the maternity department. The nursing, the diet, the regimen, and to 
some extent the medical treatment required all differ from those in use in a maternity 
hospital. 

4. The special details of diagnosis and treatment which have been referred to 
under the pre-maternity bed could all be carried out, and ought to be carried out in 
the pre-maternity hospital or ward. 

5. The same cases which were enumerated as suitable for treatment in a pre- 
maternity bed will, of course, be fit and proper cases for a pre-maternity hospital ; 
but, in addition, pregnant patients suffering from syphilis might be received in a 
special ward, and more attention might perhaps be paid to the alcoholic cases. 

6. There should be a Resident Physician, whose business it would be to take 
charge of the pre-maternity hospital. The physician of the maternity hospital would 
make a visit each day, and there might profitably be a consulting physician and 
surgeon for the pre-maternity. It would be of immense advantage if young 
graduates, such as Carnegie Fellows or Scholars, would take up the investigation of 
problems of metabolism, of excretion, of circulation, etc., in pregnancy; the work 
could be done in connexion with pre-maternity hospitals, but actual residence of the 
workers would not be necessary. 

7. The supervention of labour would always be the signal for the transference of 
a patient from the pre-maternity to the maternity hospital; the patient’s record would 
go with her and would serve as a guide for treatment and diagnosis in the other 
part of the building. It may be found to be an advantage to give beds to patients 
awaiting the induction of premature labour; for contracted pelvis during their stay 
in the pre-maternity hospital they could be under close medical observation, and 
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unsuspected morbid states of kidneys or of lungs, etc., might be detected; the exact 
age of the pregnancy might also be calculated, and possibly the early stages of the 
induction might even be carried out. At the same time the pre-maternity hospital is 
essentially for the reception of morbid pregnancies. 


At the conclusion of the Valedictory Address, Sir ALEXANDER SIMPSON moved, 
and Sir Hatirpay Croom seconded a vote of thanks to the retiring President. There- 
after Professor William Stephenson, the newly-elected President took the chair, and 
briefly thanked the Society for the high honour it had conferred upon him. Although 
he had been so many years in Aberdeen, he had never lost sight of the Society which 
he had joined in 1861, and he had very pleasant memories of the time when he had 
acted as Secretary to the Society. 


GLASGOW OBSTETRICAL AND GYNAECOLOGICAL SOCIETY. 


Meeting held on Wednesday, 23rd October, 1907, Dr. OxipHaNT presiding. 
SPECIMENS. 
Dr. E. H. L. Ovrpnant: 


(1) Fibroid of Uterus, with adenoma malignum of the body of uterus. 


Dr. J. M. Munro Kerr : 

(2) A large Fibromyoma of the Uterus, which had undergone sarcomatous degenera- 
tion. The patient had been seen by Dr. Kerr 8 years previously, when the question 
of operation was considered. A senior gynecologist of the city had advised against 
operation, and so the patient decided not to have surgical treatment. Dr. Kerr again 
saw the case two months ago, when from the emaciation of the patient, and from 
small multiple nodules that were to be felt over the tumour, he came to the conclusion 
that the growth was probably malignant. The patient was admitted to a ward in the 
Western infirmary, where she died. The tumour was removed post mortem. 


Dr. J. M. Munro Kerr : 
(3) A Spindle-celled Sarcoma of Ovary. The tumour was removed without any 


difficuity, there being no adhesions; the removal was undertaken for intractable 
uterine hemorrhage. 


Dr. J. M. Munro Kerr: 

(4) Ruptured Ectopic Pregnancy of about 10 weeks. The patient was brought to 
the Maternity Hospital by her medical attendant, who thought he had perforated the 
uterus with his curette; curettage had been undertaken for supposed abortion; patient 
was admitted almost moribund and died shortly after the operation. 


NoTES ON A CASE OF CRIBRIFORM Hymen. 
By Dr. A. Louise McIzroy. 

The patient was unmarried, aged 35, came to the outpatient department of Victoria 
Infirmary complaining of pain on micturition, burning in character and of several 
months’ duration. She had always been healthy with the exception of pain in the back 
which occurred eleven years ago and lasted several weeks, this she thinks was due 
to severe straining while at stool. Two years ago she was treated for pain in the 
anal region. Menstruation began at 15 years of age, occurring every 4 weeks and 
lasting two days—the period was always painless. Micturition had never been fre- 
quent, no leucorrheeal discharge; constipation the rule. On inspection of the vulva 
the external genitals were normal, with the exception of the hymen. 
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The hymen covered over the orifice of the vagina completely, and on closer in- 
spection showed the presence of four perforations, having the following situations : 
one in the centre, rounded in outline and admitting the point of a sound, one close to 
the former, triangular in shape, and being separated from it by a band of tissue. 
The remaining two openings were near the orifice of the urethra, the more central one 
being rounded, the other being oval. The sound passed to the normal length of the 
vagina through each opening; each opening communicated with the other three but 
not with the urethral orifice; over the whole membrane were numerous pits and 
depressions. There was tenderness on pressure on the hymen only. Per rectum the 
cervix was felt to be normal and uterus in good position. During menstruation the 
flow was seen to be escaping through the central opening. 

Dr. Carstarrs Dovuctas remarked that the condition of cribriform hymen was one 
of considerable rarity, and that the developmental defects of the hymen had a medico- 
legal interest. 

Drs. Towne, Linpsay and OxipHant also took part in the discussion. 


(a) Cask or OvartaN CystoMa COMPLICATING PreGNaNcy aT THE FirtH Monts, 
TUMOUR REMOVED WITHOUT DISTURBING THE PREGNANCY. 


(6) Case oF Ovarian Frsrorp cOMPLICATING PREGNANCY, CSAREAN SECTION AND 
REMOVAL OF TUMOUR. 
By Dr. J. M. Munro Kerr. 

a) Mrs. G., aged 32, was admitted to the Western Infirmary September 5th, 
1907, complaining of an unusual swelling of the abdomen. Her general health had 
always been good. Menstruation began when 15 years of age and had always been 
regular till April 1907. She was married two years ago but had no previous preg- 
nancy; her last period was April 20th, 1907. After missing two periods she con- 
sidered herself pregnant, but became alarmed, shortly before her admission to 
hospital, at the rapid distension of the abdomen. There had been no morning sickness 
or other disturbance connected with pregnancy. ‘Two weeks before admission to 
hospital the patient was seized with a severe pain in the right iliac region; this was 
relieved by sedatives. Since this attack of pain she has been more or less troubled 
with an aching sensation in the lower abdomen and with some irritability of bowel 
and bladder. On admission to hospital the abdomen was found to be distended by a 
bilobed swelling. On the left side the swelling extended up underneath the ribs, on 
the right the distension was a little above the umbilicus. Both tumours were elastic : 
the left fluctuant, the right of firmer consistency; no foetal movement or heart 
sounds detected ; there was a distinct uterine souffle over lower part of right tumour. 
On bimanual examination the swelling to the right was found to be uterine, that to 
the left a new growth. The cervix and body of uterus were pushed over to the left; 
the lower part of the tumour bulges down into the right fornix. 

The severe attack of pain 3 weeks before admission seemed to be in the uterus 
and not connected with any change in the circulation of the ovarian cyst. The re- 
moved cyst was the size of a normal liver; right uterine appendages were normal. 
Six days after the operation foetal movements were felt; patient made an uninter- 
rupted recovery, the pregnancy being undisturbed. 

(b) Mrs. C., age 35, 6-para, admitted to Glasgow Maternity Hospital, Sept. 8th, 
1907. Delivered a few hours later. Duration of labour 16 hours? Child female, 
alive, 841b., 2lin. long. Placenta 1$1b.; cord 19 in. 

Patient was sent into hospital by her medical attendant. She was first seen at 
nine in the morning and had already been more than twelve hours in labour. On 
making a vaginal examination a large tumour, apparently growing from the sacrum 
and obstructing the passages, was discovered. Forceps was applied, and for the 





70 Journal of Obstetrics and Gynecology 


space of two hours attempts at delivery were made. Previous pregnancies had given 
no trouble; the fifth pregnancy required the use of forceps because of this tumour, 
which, however, was not so large then. Patient was advised to have this tumour 
attended to, this she neglected to do. On admission the labour pains were strong, 
occurring every three or four minutes. A large, hard and smooth tumour was felt on 
examination. It pointed forwards to within 2in. of the symphysis; above this the 
foetal head was felt, the os was fully dilated. It was thought advisable to perform 
Cesarean section. The placenta was below the uterine incision. The child was re- 
suscitated with difficulty; the back of the head was badly marked by the forceps. 
The uterus was then amputated. There was some difficulty in tying the uterine 
arteries, the stump was treated retro-peritoneally. The tumour was found to be a 
solid ovarian of the right side, closely adherent low down on the pelvis, adherent to 
bowel and pelvic fascia; it was separated from its adhesions and the pedicle separated. 
The abdomen was flushed with saline solution and through and through sutures ap- 
plied ; a large drainage tube was left in the lower end of wound. The patient lived 
for 48 hours after the operations; the pulse rate never fell below 130 per minute, and 
temperature varied between 100°F. and 101°F. from the date of admission. 

Dr. Towne (U.S.A.) remarked that Dr. Kerr had been fortunate in his first case 
in not interupting the pregnancy; in his own experience the converse had been the 
rule. Glasgow differed in no respect from the large cities of America; the manage- 
ment of cases of obstructed labour still required more care on the part of the general 
practitioner. He entirely agreed with Dr. Kerr, that to attempt to drag the fetal 
head past a serious obstruction was bad practice; Cesarean section should always be 
performed. He thought Czsarean section was performed more frequently in 
Glasgow than in any other city he had visited. He mentioned a case of large myoma 
of anterior wall of uterus complicating pregnancy in which he had performed 
Cesarean section, the patient died from shock. 

Dr. Jno. Linpsay asked if when a tumour was found in the pelvis it should be 
removed. He had attended a case with an ovarian tumour the size of an orange, the 
patient refused interference, and the tumour had in no way interfered with the labour ; 
he had attended a patient on three occasions; a small tumour was discovered at her 
first confinement and in none of the labours was there any trouble from the growth; 
he thought if interference took place it would be well to wait till after delivery. 

Dr. W. D. Macrartane mentioned two cases of ovarian fibroid he had met with in 
practice, and could well imagine Dr. Kerr’s difficulty ; in fact, in those cases, Caesarean 
section was the only available method, it was impossible, when the growth was low 
down and fixed in the pelvis, to get at the tumour otherwise than by Cesarean 
section followed by a supra-vaginal amputation of the uterus. He asked the nature 
of the ovarian fibroid and if ascites was present. 

Dr. A. McLettan asked Dr. Munro Kerr if he had ever dealt with these cases by 
vaginal section. The risk from sepsis was greatly increased in Cesarean section where 
repeated examinations had been made or where there had been instrumental inter- 
ference. Dr. McLellan thought that the pouch of Douglas should be opened first and 
then the tumour removed by that route if possible; if not possible then the operation 
should be completed by abdominal section. 

Dr. OtipHant thanked Dr. Kerr for his paper and endorsed everything he had 
said in favour of early removal to hospital of cases of seriously obstructed labour ; 
and of the seriousness in endeavouring to deliver cases by forceps when this method 
was not the correct procedure. He referred to a case, he had seen in consultation, of 
a large tumour growing from the sacrum, where the advice of a consulting physician 
had been asked in preference to that of the obstetric physician. He thought all 
ovarian tumours complicating pregnancy should be removed as soon as they were 
observed, as the risk of torsion was great. He thought Dr. Lindsay was fortunate 
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in his experience; he had removed ovarian cysts in several cases of pregnancy and the 
patient had gone to full term. 

Dr. Kerr replied that he was glad the President had supported his view of early 
operation in tumours complicating pregnancy. He had operated on 7 such cases, 
5 cases had not aborted, two of the seven aborted. He thought Dr. Towne was un- 
fortunate in having so many cases in which the pregnancy was interrupted. In reply 
to Dr. Lindsay, Dr. Kerr asked how patients could be expected to submit to operation 
when physicians held opinions such as Dr. Lindsay. It was quite easy to understand 
how practitioners, living where no skilled assistance was available, endeavoured 
to deliver their patients, with obstructed labour from tumours, by other means than 
by operation, but in large cities with well-equipped hospitals and nursing homes there 
was no excuse for non-interference. Dr. Kerr said he was interested to learn of 
Dr. Macfarlane’s experience with ovarian fibroids; the ovary was composed entirely 
of fibroid tissue, and there was no ascites; he thought Dr. McLellan’s suggestion of 
vaginal section much to the point, and mentioned two ovarian cysts which he had so 
removed ; he had however great difficulty in ligaturing the pedicles. 


Case or FuLu-TIME PREGNANCY COMPLICATED By Mammary CANCER. 
By Dr. Arex. MacLennan. 

Cases of pregnancy complicating mammary carcinoma are fortunately not very 
common, because the age incidence of cancer and the child-bearing period do not 
coincide. This is fortunate, for the influence of pregnancy upon a carcinoma of the 
breast is most malign. The physiological activity of the breasts inaugurated by the 
supervention of pregnancy is unfortunately favourable only to the tumour growth, 
and does not increase the resistive powers to the spread of a new growth already 
possessed by the tissues. The prognosis in such cases is very bad, and in the event 
of such a condition being found during pregnancy the removal of the ovaries as 
recommended by Beatson might with advantage be performed ; not that odphorectomy 
is to be the treatment for all carcinomata of the breast, but if there be any influence, 
on new formations in the breast, possessed by the ovaries, one might expect that 
influence to be active during pregnancy. The interruption of the pregnancy was also 
worthy of consideration, unless as in the present case the full term had been reached. 

Mrs, A., 40 years of age, was seen in the Western Infirmary last September, suffer- 
ing from an erosion of the nipple and a lump in the breast. Her confinement was due. 
Three years previously a swelling in the axilla had disappeared, its nature was not 
apparent, but according to her statement “the swelling fell into the breast,” and 
constituted the present growth, which had been there for the last six months, and 
had increased in size to a considerable extent. The nipple had been eroded for the 
last six weeks; it was slightly indrawn and adherent to the growth situated beneath 
and higher up in the breast. The lump in the breast was the size of an average 
apple; it was hard but not specially so; it was not adherent to the chest wall, but 
was infiltrating the breast; it was not a defined tumour in the mamma. Except for 
the nipple the skin was healthy. The axillary glands were enlarged; there was 
neither pain nor tenderness. Two doctors in consultation had said the case was one 
of mastitis. The patient was removed at once to the Maternity Hospital with the 
object of having the breast removed before the confinement. Dr. Kerr asked me to 
operate, and the usual procedure was carried out. The glands in the axilla were 
extensively involved and had to be removed from beneath the clavicle. The progress 
of the case was uninterrupted and healing complete with exception of a tense area 
which gave way, leaving a healthy ulcer. Microscopic report of the tumour was that 
it was a carcinoma of rapid growth. 

This case is reported because the lessons to be learned from it are so important, 
and because the proper treatment not being followed in this instance will certainly 
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lead to the loss of this woman’s life, and as she is the mother of a large family the 
mistake which has been made is most unfortunate. 

All lumps in the breast ought to be diagnosed with certainty, if necessary by 
exploratory incision or by excision of the breast where such a diagnosis cannot be 
made without this preliminary. Were this the rule and the teaching regarding 
tumours of the breast, such a mistake as the present would not have taken place. 

Drs. ApaMson and OxipHant took part in the discussion. 

Dr. Avex. MacLennan replied. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


Meeting Friday, November 15th, 1907, the President, Dr. E. H. Tweepy, M.D., 
in the Chair. 


ExuIBITs. 


Dr. Atrrep Situ exhibited two Fibro-myomatous uteri with ovarian cyst at- 
tached. One generally associated with fibroid tumours of the uterus, he said, certain 
degenerations of the ovary, but he did not think he had seen—certainly not in two 
consecutive cases like those exhibited—ovarian cystomas associated with fibroid 
tumour. 

The PRESIDENT said there was no reason why a cyst should not grow in a woman 
who was already afflicted with myoma, yet he did not remember ever having seen 
them attached before. 

Dr. Pureroy said that a few weeks ago he had removed a dermoid cyst with 
which was associated a fibroid uterus. 

On the suggestion of Dr. Rowtetre one of the tumours exhibited by Dr. Alfred 
Smith was opened, and proved to be a dermoid cyst. 

Sir A. V. Macan exhibited a case of Uterine Carcinoma and Double Ovarian 
Cystoma. He said the woman was forty-five years of age, had been married since 
she was fifteen, but had had no children. The changes were still regular, and, 
except for violent hemorrhages, the patient complained of nothing. On opening the 
abdomen an ovarian tumour was found and removed, and to his surprise he then 
found another. The uterus was then extirpated. Afterwards the patient got bron- 
chitis, which gave him some anxiety; and later, out of one of the stitches, fluid stuff 
came like the contents of a dermoid cyst. However, she made a good recovery. 

The Prestpent thought it was rather fortunate for a woman who was suffering 
from carcinoma to get an ovarian cyst, as it might cause the diagnosis of carcinoma 
to be made all the earlier. 

Sir A. V. Macan, replying to a question by the President, said the patient was 
first curetted to make the diagnosis, and it being determined that it was carcinoma of 
the uterus, it came to be a question of extirpation by the vagina or the abdominal 
route. 

Sir Wriu1am Smyty exhibited a case of Sarcoma of the Uterus (?), and regretted 
the note of interrogation, but it was difficult to say what organ the tumour really 
sprang from. On October 21 he had seen the patient for the first time. She was 
feverish and looked very ill. On making a bimanual examination he found a 
myomatous uterus, and also a detached tumour in the abdomen. When admitted 
after to hospital she had all the symptoms of septic fever. It was quite evident that 
one of the tumours was suppurating or sloughing, and that she could not live any 
length of time in her then condition. As a desperate resource he determined to try 
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to extirpate the source of infection. It was generally admitted that it was better to 
remove a septic tumour by the vagina, as it was less likely to cause a general peri- 
tonitis or a hernia than removal by the abdominal route. The woman was unmarried, 
and had a narrow vagina, which presented the ordinary difficulties. After a good 
deal of labour spent in morcellating the uterus he got it outside the vulva. It had been 
held by the tumour above, which had prevented it from coming down. To get at the 
tumour he had, after all, to open the abdomen, and he found everything matted to- 
gether. He separated the adhesions, scooped out the sloughing débris, and left a 
cavity with ragged, infiltrated walls communicating with the lumen of the gut by an 
opening as large asasixpence. It was evident that the malignant disease had extended 
from the tumour through the walls of the intestines; and it had involved so many 
coils of intestine that he now reached the climax of his woes, and found it impossible 
to remove the disease. In the desperate circumstances he stitched the intestines round 
the cavity as well as he could, and the woman had not exhibited any bad symptoms 
up to that day, which was the fourteenth from the operation. 

Dr. Harvey confirmed Sir William Smyly’s remarks as to the difficulty of saying 
what the tumour really was. Histologically it was mixed-celled sarcoma. 


PRESIDENT’s ADDRESS. 


Dr. Hastincs Tweepy gave an address on 
Recent DevELOPMENTS IN GYNECOLOGICAL SURGERY, 
the greater part of which appears in this number under “Technical Memoranda,” 
p. 36. 

Dr. A. N. Hotes exhibited cases of (a) Carcinoma of Ovary, and (b) Cystoma 
of Ovary, both from patients aged forty-eight, and in both great difficulty was 
experienced in getting into the abdomen. Both patients had also made a good 
recovery. In the first case the woman’s last pregnancy had been a year previously, 
and after it the menses had ceased. In the second case the woman’s last pregnancy 
had been a year previously, and after it the menses had ceased. In the second case 
the woman had never been pregnant. The chief points of interest were that in the 
second case extensive adhesions had been set up without causing symptoms; while in 
the first case the symptoms had been coming on for three years, and it was curious 
that the disease had not spread further than it did. 

Sir A. V. Macan said the cases presented more than the ordinary difficulties, and 
expressed his admiration of the successful results obtained. 

Dr. Pureroy said he had been indebted to Dr. Holmes for giving him the oppor- 
tunity of assisting at the cases. The nature and extent of the adhesions in the first 
case had fully convinced him that the disease wsa malignant, and he was greatly 
surprised when Dr. Rowlette told him it was not. It was surprising also that in the 
second case there should have been such continuous improvement in the woman’s 
condition. His experience of malignant ovarian tumour had been that recurrence, 
ending fatally, took place within a few months. 

Dr. Row tette said that, as far as could be made out from the clinical history of 
the case of carcinoma, it was a case of primary carcinoma of the ovary, which was 
said to be a rare disease. That, however, was not the experience of the Dublin 
Gynecological School. The pathology of the tumour was what was usual. It con- 
sisted of large cells without any special arrangement in glandular formation. Looking 
at the first case with the naked eye one would take it to be malignant, but there was 
some twisting of the pedicle, which led to great congestion and had been the cause of 
the inflammation which resulted in the adhesions. He could not offer any suggestion 
as to the cause of the adhesions in the other case. 

Dr. Henry Jewett said he had seen several cases in which there was no evidence 
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clinically of any primary infection elsewhere, and he had lately seen three cases in 
which there was a positive primary focus elsewhere. It was very curious that if the 
ovary was really the seat of the primary disease the cancer should be double. 

The Presipent said he was afraid that the cancerous tissue had worked itself 
through the adhesions, and made a permanent cure impossible—though not necessarily 
sO. 

The Presipent exhibited a Uterus removed by Wertheim’s Operation, in which 
the amount of adjoining tissue taken away was greater than any he had ever seen. 
Wertheim said the ureter should not be disturbed from its bed. In at least one-third 
of his (Dr. Tweedy’s) cases the cancer had got below the ureter, which had to be 
lifted in order to dig the cancer out. It was becoming a common thing with him to 
put a bullet forceps under the ureter and then to lift it up with the forceps while he 
took away the cellular tissue beneath. He had frequently had the ureter lying out 
of its bed through its whole extent, and yet he had never had a leakage or a fistula, 
which showed that there was a great deal too much respect paid to the ureter. 


The following card specimens were shown :— 

1. The PrestpENT: (a) Adeno-carcinoma of the Body of the Uterus, 2 specimens; 
(b) Hpithelioma of Cervix Uteri, 2; (c) Carcinoma of Ovary, 2; (d) Ovarian Cyst, 6; 
(e) Fibro-Myoma of Uterus, 7. 

2. Dr. Pureroy (a) Dermoid Ovarian Cyst; (b) Uterine Fibroids removed by 
Myomectomy. 





Reviews of Recent Books 


REVIEWS OF RECENT BOOKS. 


Petvic INFLAMMATIONS IN THE FemMaLe: being the Ingleby Lectures delivered at the 
University, Birmingham, May 9th and 16th, 1907. By Thomas Wilson, M.D., 
etc. 8vo cloth, pp. 66. Bristol: Wright & Co., 1907. Price 3s. 6d. net. 


The object of the Ingleby Lectures being to promote “The advancement of 
Obstetric medicine and surgery, including the diseases of women and children,” the 
lecturer has kept well in view the purpose of the founder, a matter in which, we 
believe, some of his predecessors have allowed themselves rather wide latitude. 

This is peculiarly a subject which is best treated by one who, like the lecturer, 
does not suffer from the divorce of obstetric from gynecological practice, and which 
illustrates the advantage of preserving an association which some would dissolve. 

One in eight of all patients who come to a women’s hospital suffer from inflamma- 
tion of the pelvic peritoneum or cellular tissue, or of the uterine appendages, and the 
book is a clinical study of more than a thousand such cases which have been under 
the author’s observation and treatment. That such a study involves great labour, 
even when hospital records do not suffer from lacune and hiatus, anyone who has 
attempted similar work will readily admit, and we congratulate Dr. Wilson on the 
use which he has made of his materials. 

After a brief survey of the surgical anatomy of the parts concerned, the writer 
devotes his attention to the invasion of the pelvic tissues by germs, the course of 
infection, the reaction of the tissues and their ultimate fate. He discusses the 
bacteriological relations of the various lesions met with in such pelvic inflammations 
as were observed in his series of cases, and, finally, he gives the general and surgical 
treatment. The book contains no illustrations. 

Amongst other points noted we see that the writer considers that catarrhal sal- . 
pingitis favours the occurrence of tubal gestation, because in patients in whom preg- 
nant tubes are found, inflammation, or even hydrosalpinx, is frequently seen on the 
other side. The frequency of hemorrhage in connexion with inflammation of the 
appendages is discussed. Bleeding may take place into hydro- and pyo-salpinx, into 
Graafian follicles, corporea lutea, or the interstitial ovarian tissue. He has seen two 
cases, but only two, where a hematocele seemed to be traceable to this cause without 
the presence of an ectopic gestation. Ovarian hematoma also may occur as the result 
of pelvic inflammation, and is a very painful condition. The relation of appendicitis 
to pelvic disease receives due notice. We are glad to find a caution as to the abuse 
of the curette in early puerperal sepsis, and we notice that the author does not favour 
radical surgical treatment in acute puerperal metritis, salpingitis, etc. 

In regard to patients of the neurasthenic class with chronic pelvic inflammation, he 
says: “They are generally women in the twenties or thirties, and I have not been 
able to discover what becomes of their complaints after forty.” We have been struck 
with the same problem. We suggest that they become tired of treatment, make up 
their minds to bear what cannot be cured, and then the menopause, with subsequent 
atrophic changes, first mitigates and then cures their symptoms. 

We agree with Dr. Wilson as to the advisability of not leaving the uterine body 
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when the appendages are being removed for suppurating conditions. Pain and 
leucorrheea, and even metrostaxis, sometimes persist in such cases, and the results 
are disappointing to a patient who has undergone a radical operation in hope of 
final cure. 
The lectures are a thoughtful contribution to the literature of the subject. 
J.B. H. 


TRANSACTIONS OF THE Royan AcapEMy or Mepicine In Iretanp, 1907. Vol. xxv. 
Dublin : John Falconer. 


This volume represents the transactions of the six sections of the Royal Academy 
of Medicine in Ireland. The arrangement of the volume is slightly different from 
that usually adopted in Society transactions in that certain selected papers appear in 
full in the first part of the report of each section, whilst in the second part appear 
the abstracts of the sectional meetings. The effect of this is that the remarks made 
upon these selected papers are in a different part of the volume from the papers 
themselves. 

Certain of the papers in the Obstetrical section have already been published in full 
in our pages and others will be found under “ Reports of Societies.” There is, how- 
ever, an article in the section of Anatomy and Physiology on Lateral Fixation of the 
Cervix Uteri, in which the ligamentum transversalis colli, as described by Mackenrodt, 
is discussed. Of this we hope to give a short abstract in a future number. 

The printing and paper of the volume are both admirable, and our colleagues in 
Dublin are to be congratulated on the excellent form in which these reports are 
presented. 





